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Abstract
Background: Murder-suicide is an uncommon but devastating act for everyone
associated with the event. World-wide, murder-suicide occurs at a constant rate, between

0.2-0.3 per 100,000 people. One explanation for this constancy of murder-suicide
incidence is a consistent underlying level of mental illness in all populations.

Methods: Death certificates, The Femicide Report, newspaper articles, and supplemental
homicide reports identified 30 murder-suicide cases involving 68 individuals within a
three year period (1999,2000,2001) in Minnesota. Medical examiner records and the

aforernentioned sources provided data which was recorded on the Minnesota Violent
Death Reporting System abstract form (MVDRS), adapted from the National Violent
Death Reporting System (NVDRS) abstract form.

Results: Evidence supporting mental illness was found rn 30Vo of the perpetrators; this
was probably an underestimate due to limited sources of information. Case

commonalities were: an older Caucasian male killing a younger Caucasian female;
violence between intimate partners; and the use of firearms.

Discussioru: Minnesota murder-suicide incidences were comparable to other studies-

Demographic and situational factors characterizing the Minnesota cases conculred with
previous findings. The MVDRS was effective for gathering information about murdersuicides in a consistent and comparable rnanner. The NVDRS is a positive start toward a

national violent death recording system.
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Chapter One: Introduction

Background
Murder-suicide is a fairly uncommon, but an incredibly tragic type of violence;
are
families are decimated, cofllmunities are left stunned and saddened, and all involved

and
left with gnawing, unanswered questions about how and why something so violent

possibly shed
wasteful could have occurred. Unfortunately, the only individuals who could
let it go,
insight on these questions are gone and those left behind can only ruminate, try to
and attempt to move on.

Most studies estimate the rate of murder-suicide (also known as homicide-suicide)
to country as
between 0.2-0.3 per 100,000 people; this rate is fairly constant from country

is summarized bY CooPer and Eaves:

While homicide rates vary widely among countries, family homicide rates
are somewhat less variable and Coid (1983) has shown that rates of
homicide-suicide are eYen more stable (Cooper and Eaves, 1996, p' 99)'
over the
According to Coid (1983), the relative consistency in the rates of homicide-suicide

in all
years may reflect a consistent underlying prevalence of major mental illness present
rate
nations. On the other hand, the percent that homicide-suicides contribute to the overall

of homicides and suicides respectively in a given country varies depending on the overall
homicide and suicide rate of the country. In the United States, which has no national
surveillance system for homicide-suicides, murder-suicides account for a conservatively

with a
estimated 1000-1500 deaths peryea-r and are "an emerging public health concern'
and viral
mortality count similar to those of rneningitis, pulmonary tuberculosis, influenza

hepatitis" (Malphurs and Cohen, 2002, p.

fl})'
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Case

The following biography is an attempt to address several issues: it parallels and
gives specific examples of many ideas and themes that are present in the current literature;

it illustrates, through the real life events of a specific individual, factors that can potentially
lead to the tragedy of murder-suicide; finally, but certainly not least important,

it will

hopefully appty a human quality to a paper that, by necessity, must remain objective in its
approach and structure. Names have been changed and dates and places omitted in order to

protect the privacy of the individuals directly involved, as well as the family, friends, and

community surrounding these events. Written permission to write and print this account
was obtained from the

family members of those involved, but, in order to protect their

privacy, it is not included in this paper. The majority of the case study relies on the
perpetrator's personal accounts and medical records, but it also draws on information
provided by third party narratives, newspaper articles, and police records in order to gain as
detailed an illustration as possible leading up to the final events of this person's life.
Ted was a Caucasian male born into an upper middle class family. He was the
second of four children, grew up in a close knit family, lived in a rural community, and
enjoyed the outdoors, athletics, and socializing with friends. He was talented academically
and was awarded a National Merit Scholarship his senior year of high school.
At age 18 Ted entered an exchange student program and spent the year abroad.
Although Ted may have been battling mental illness prior to this change in environment,
this is the first time it is documented in the form of Ted's journal. The following is an
excerpt:

I'm not in the habit of drinking alone, but I do everything else here that way
so why not? Time is slowing down, I'm depressed. I'm angry. I'm
alone...I have finalty completed the long and painful divorce with humanity.
Ted returned to the United States, and at the age of 19 began college. Over the next
few years, Ted didn't spend much time at home with his family; he attended school and
spent surlmer breaks far awaY.
Ted perceived his first "break" as occurring when he was 22 years. The following
is an excerpt from a paper Ted wrote looking back on this time in his life:

Murder-Suicide
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of manipulation and deceit...Twenty-four hours a
day there was no chance for privacy or reflection. My truck was bugged.
My house very likely had a video camera fixed on me. My phone calls'
including one I made from a Safeway pay phone, were being tapped and
listened to. Though it was one of the few drugs I'd made a personal vow
never to try, multiple provocateurs had dosed me on at least three, possibly
four or five concurrent occasions with low doses of what seemed like highquality acid.
I was trapped in

a web

By age 23, Ted had dropped out of college, and, at his parents' urging, moved back
home. At home, there was friction between Ted and his parents; Ted's parents wanted him
to try to get on with his life while Ted felt he was being pushed and manipulatedAt age Zy,Tedstarted to withdraw noticeably and wa*s increasingly less involved
with his family and friends. He began to act strangely, use drugs, and engage in risky
behavior. At the urging of his parents, Ted began to see a psychiatrist and was placed on
lithium for a r,rrp*ri*d mood disorder. The psychiatrist's notes showed that Ted had been
reasonably stable until the summer, when he experienced an elevated mood, tangential and
pressured thinking, and high risk taking behavior. During this time his alcohol
ionrr*ption alsoincreased to between four and seven beers per day and he began using
marijuana. The psychiatrist noted that Ted was easily distractible, demonstrated highly
tangential thinking, and showed high impulsivity.
On Augusi 15, Ted attempted to overdose on Lithium, Lorazepam, Ibuprofin,
Tylenol, and Depakote. He was found unresponsive and taken to a local hospital. The
emergency room physician who attended to Ted observed that Ted showed a high degree of
purunoid itrirt ing, agitation, and anxiousness. At this time, Ted admitted that he was
Lxperiencing urOltory hallucinations. The physician thought more attention should be paid
toihe p*uroid u*p.rtr of Ted's psychiatric history and thought that Ted could be suffering
from schizophrenia as opposed to bipolar disorder.
Ted was admitted to a psychiatric hospital on August 17 on a Mental Health Hold
until a court date on August24. Ted attempted to defend himself during the hearing, but
his defense further reinforced the extent of his highly developed framework of delusions
and hallucinations as well as his high degree of paranoia. The judge determined that Ted
would either agree to be committed to a private mental health facility or that he would be
involuntarily committed to the state psychiatric hospital; Ted agreed to be committed to the
private facility. While in the mental health facility, Ted was started on Lithium and
Zyptexa, and over the next several weeks his symptomatology seemed to improve- Around
SeptemberT,Ted was released to his family's care on the condition that he keep taking his
medications and see a psychiatrist regularly.
Ted saw a psychiatrist regularly for the next five months, but failed to accept his
diagnosis. Ted's psychiatrist noted that Ted had no insight into his disorder and was
increasingly determined not to take his medication. Ted informed the psychiatrist that he
was planning to return to school for the spring semester. At this time the psychiatrist
concluded that Ted was still extrernely paranoid and expressed his concern to Ted that
without medication he could suffer another psychotic break and be re-hospitalized, but Ted
refused to believe that he was mentally ill.
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On Sunday, January 27 , Ted left for college stating that he would not take his
medication while at school. The next day Ted went to a sporting goods store and filled out
a background check in order to purchase a firearm. On January 3 1, Ted's background
check came back clear, and he purchased a .357 Magnum. Over this time, a longtime
friend of Ted's saw him on several occasions and reported that he was acting very
strangely.
On February 8, Ted returned home for the weekend to ski; he appeared to be in
good spirits and interacted with his family more than in previous memory. On the night of
n*bruary 9, Ted went out drinking with friends until about 2:OO a.m. His friends reported
that he acted "like Ted," not abnormal in any way. Around 2:20 a.m. Ted returned home,
retrieved the .357 that he had purchased and proceeded to his parents' bedroom. The first
shot Ted fired went through the wall of the house; the second shot hit his mother in the
chest. His father attempted to get up to stop the unknown intruder, as the room was dark,
and Ted fired three times, hitting his father in the hand and side, the chest, and the neck,
killing him. Ted then proceeded to go upstairs to his room to reload the gun. At this time,
his mother, who was not yet deceased, made her way out on to the deck where she passed
away. Ted went to the basement, sat in a chair, and shot himself in the head. Upon
autopsy, Ted tested negative for any illegal substances; his toxicology screen was positive
for a small amount of lithium, and his blood alcohol content was 0.01, well below the legal

limit for intoxication.
Parallels between the case and the literature
This case study parallels many of the themes that will be further discussed in the
literature review. A first parallel lies within Ted's long and deteriorating experience with
mental illness in which he apparently experienced several periods of symptom exacerbation
and remission. His mental illness appears to have first presented as marked depression

while he spent a year abroad during his senior year of high school, but later on his illness
progressed to frank psychosis in the form of delusions and hallucinations. Literature ofl

mental illness and violence suggests that mentally

ill individuals who experience relapsing

and remitting symptom cycles in the course of their illness often see some form

of

violence, usually in the form of suicide, ffi their onlyescape (Roy, 1982; Jamison, 1999).
Secondly, Ted's illness showed distinct characteristics that may have increased his

likelihood for violence (toward others or himself). Ted's delusions presented in a paranoid
and persecutory manner, traits that can cause a person to lash out

violently. Also, Ted's
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entities
delusions were quite systemattzed as illustrated by the fact that he believed specific
were behind plots against him. He knew, in a general sense, who they were, what they
wanted of him, and he believed that these entities were watching and listening to him as

well

as

inserting thoughts into his mind and manipulating his actions. Link and Stueve

suggest that

if a person's psychotic experience makes them feel threatened or if they

(i.e. a
believe that their mechanisms of self-control are being overridden by other forces
suggest
third party), rhen their potenrial for violence increases (199a; 1998). Studies also

more
that the more systematized(developed) a person's delusions or hallucinations, the

likely they are to act on their beliefs (Junginger, 1996).

A third parallel between the literature and Ted's illness is that he seems to have
He
maintained a high degree of mental functioning throughout the course of his disease'
psychosis
was able to interact with people, at least in a social sense, without alluding to the
channels
that he was actively experiencing; he was able to acquire a firearm through legal

without alerting anyone to his illness or ultimate motive; finally, he was able to drive
and carry out other functions of daily

a car

living with total competency. An article discussed in

the literature review proposes that mentally

ill individuals who maintain a high degree of

intellectual function are more capable and thus prone to commit a lethal act of violence
(Nestor, Haycock, Doiron, Kelly, & Kelly, 1995). These individuals possess the cognitive
on their deluded
resources necessary to successfully plan and carry out a violent act based
beliefs.

A final paraltel with the literature lies in Ted's close, but strained relationship with
they
his parents. Ted believed that his parents were manipulating him. The fact that

to go
participated in having him involuntarily committed to a mental facility, urged him
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back to school or get a job, and actively tried to help him to get back on track with his life
magnified the stress in their relationship. The literature on mental illness and violence is
very consistent in illustrating that family members are by far the most likely victims of a

mentally itt individual's violent actions (Eronen, Angerrneyer, & Schulze, 1998; Nestor et
al., 1995).

A final note on this case is that it was a unique series of events; there is no set
equation that leads to violence. One theme present in the literature is that there are a large
number of factors that can potentially increase an individual's likelihood to become violent
or suicidal, but no one factor can be argued to be /fte causative factor. Rather, when sets of
psychological, contextual, and other individually unique factors aocumulate, the result can
be violence.

Purpose of Study

This investigation was an attempt to look into the phenomenon of murder-suicide in
order to gain some insight into an act that is shrouded in ambiguity. It attempted to look at

all cases of murder-suicide in Minnesota in a three-year period (1999, 2000, and 2001),

primarily to try to determine the prevalence of mental disorders in perpetrators of murder-

suicide. It is a simplification to think that one factor is independently or completely
responsible for an individual's actions, so other important data that was gathered and
analyzed included toxicology, previous violent or erratic behavior by the perpetrator,

relationship between the victim and perpetrator, type of weapon used, age, gender, and
other socio-demographic and contextual factors describing both the event and the
perpetrator and victim(s) involved.
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Chapter two of this paper shows that the factors leading up to an act of violence,

including murder-suicide, are multifaceted, complex, and interacting, and this investigation
was only an attempt to compile data and look for trends in a specific population.

Minnesota provided a unique look at the phenomenon of rnurder-suicide due to its diverse

cultural make-up (Hmong, Somali, Native American, Russian, Hispanic, etc.) and its
mixture of urban and rural populations. The information gathered from this investigation,
along with findings from other studies, may be helpful in educating the public, healthci[e

providers, law enforcernent officials, and law makers in order to make this tragic type of
violence less common in our society.

Definition of Terms
Abstract form: A form created to gather supplemental information from a variety of
sources (hospital records, medical examiner reports, police records, supplemental homicide

reports) in a consistent and thorough manner so that data collected can be analyzed and

compared. This paper used the Minnesota Violent Death Reporting System abstract form
(see

Appendix A) which was developed from the National Violent Death Reporting System

abstract form (NVDRS), available at http://www.hsph.harvard.edu/hicrc/nviss/index.htm.

Axis I mental disorder: Axis I mental disorders are defined by the criteria outlined in the
Diagnostic and Statistical Manual 4'h Edition Text Revision (DSM-[V-TR). A Multiaxial
system (I-V) is used by health practitioners to report various information to help plan an

individual's treatment and predict outcome. Axis I is specifically used to report clinical
disorders or areas that may be a focus of clinical attention, as defined by the DSM

(specifically the Diagnostic and Statistical Manual 4ft Edition Text Revision or DSM-IVTR) classification system. Axis II includes personality disorders and mental retardation.

Murder-Suicide

Axis III includes general medical conditions. Axis IV includes psychosocial
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and

environmental problems (i.e. life stressors). Axis V is a global assessment of the

individual's overall ability to function. The main Axis I diagnoses to be included in this
paper are depression (major depressive disorder), bipolar disorder (I and II), schizophrenia,
and substance abuse and dependence. (see Appendix B).

Diagnostic and Statistical Manual of Mental Disorders (DSM.): A publication of the
American psychiatric Association, whose purpose is to provide criteria for various mental
disorders to aid clinicians in making diagnoses and to improve agreement among various

clinicians and investigators. The DSM-W-TR, published in 2000, is the latest edition of
this book. The DSM III was a prior edition of this book.
Femicide Report: This is an annual qualitative report that gives a synopsis of homicides
committed against women and children in Minnesota. These reports are available at the
Minnesota Coalition for Battered Women's (MCBW) website at http://www.mcbw.org.

Medical Exaruiner Record.: This is a record compiled by

a medical examiner that details

the cause and manner of an individual's death, autopsy findings, fluid analysis

(toxicology), and other pertinent information.
of Health (MDH)
Minnesota Trauma Databank (MTDB): This is a Minnesota Department
databank that integrates data from several databases including hospital records, medical
examiner records (MREs), supplemental homicide reports (SHRs), femicide reports, motor

vehicle accident data, and other supplemental information.
operating definition of
Murder-suic-ide (h-ofnicidg-suicide): For this investigation, the
murder-suicide was any individual who committed a homicide and then suicided within

twenty-four hours. For inclusion in this study, the murder-suicide must have occurred in
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Minnesota and occurred within the years of 1999, 2000, and 2001. It was acknowledged
that the twenty-four hour window between the homicide and the suicide would potentially
miss some murder-suicides that exceeded the timeframe, but it was thought to be sufficient
to include the majority of murder-suicide cases since the vast majority of suicides
associated with murder-suicide occur within seconds to minutes after the homicide. There

is no universally accepted definition as to what constitutes a murder-suicide as is illustrated
by two recent studies. Campanelli and Gilson (2002) allowed for a one-week window
between the homicide and the suicide; however, all of the suicides in their study occurred

within twenty-four hours of the homicide. Malphurs and Cohen (2002) allowed for

a

twenty-four hour window between the homicide and the suicide in their definition of
murder-suicide. The definition of murder-suicide in this paper was comparable to the
definitions and findings of these two recent studies.
Supplemental Homicide Rep-ort (SHR): This is a supplemental report compiled by the

homicide division of a police department which details the events relevant to a homicide.
Age and race of the victim and perpetrator, type of weapon used, relationship of the victim
and perpetrator, and circumstances of the murder are examples of information included in
the report.
As sumptions

and Limitations

The first assumption in this paper was the belief that it would be possible to identify
the majority of murder-suicides in the state of Minnesota via the

MTDB (death-certificate

linking), newspaper articles, The Femicide Report, and SHRs. Secondly, it was assumed
would
that these sources, supplemented with information from medical examiner reports,
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provide pertinent information to run analyses on psychological, socio-demographic, and
contextual factors involved in these cases of murder-suicide.

Limitations stemmed from the possibilities that the abstract form would be
incomplete, information would be gathered incorrectly, or information would not be
available in the sources used in the investigation. It has been specifically documented in
other studies on murder-suicide that gathering information detailing psychological
diagnoses of perpetrators of rnurder-suicide is

difficult; often this information is

unavailable or underreported, and therefore its prevalence is underestimated. Because this
investigation did not include information from police reports, interviews with individuals
connected to the events, and medical records from private clinics (e.g. psychiatrists' offices
etc.), it potentially limited the data available for the analysis. In spite of these limitations,

it

was important to see what data was available and what information could be learned
regarding murder-suicides from sources that were readily available.

Organization of the Remainder of the Paper
The remainder of this paper is composed of four chapters including the literature

review, methodology, results, and discussion. Chapter two, the literature review includes a
review of the current publications on topics relevant to mental disorder and murder-suicide
and includes sections on mental illness and violence, mental illness and suicide, and

murder-suicide. Chapter three discusses the methodology of this study including study
population, instrumentation, data gathering, and plan for data analysis. Chapter four
includes the results from the data analysis. Finally, chapter five includes discussion of the
data.
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ChaPter 2: The Literature Review

Introduction
This literature review focuses on mental illness and other factors that, when
combined under the right circumstances, can result in violenUsuicidal behavior. The thrust

of this paper is to focus on murder-suicide; however, to do this in a thorough and
comprehensive manner, the topic of murder suicide rnust be broken down and discussed in

its constituent parts. It is with this idea in mind that the literature review is composed of
three sections. Section one focuses on mental illness and other factors that may potentially

lead to violence. The focus of section two is on mental illness and other factors that may

potentially lead to suicide. Finally, section three includes current beliefs and literature that
pertains to murder-suicide.

prior to beginning the literature review, it is important to rnention two specific
authors, both of whose works are cited heavily in this chapter" John Monahan has written

many papers dealing with the topic of mental illness and violence; furthermore, he is
quoted in most papers that deal with the issue. His most recent publication, entitled

Rethinking Risk Assessment: The MacArthur Study of Mental Disorder and Violence bY
John Monahan, Henry J. Steadman, Eric Silver, Paul S. Appelbaum, Pamela Clark

Robbins, Edward P. Mulvey, et al., was published in 2001, and is a recent look at the issue

of mental illness and violence. It is used often to illustrate, support, and contrast various
ideas. Another reference used in this chapter is titled The Harvard Medi-cal School GUide
to Suicide Assessment and Intervention. It was released in 1999, and was edited by
Douglas G. Jacobs,

M.D. This book is composed of manuscripts written by experts in
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various fields relating to aspects of suicide and murder-suicide and is filled with a wealth of
knowledge on suicide.

Mental illness and violence

Introduction. The interest in an association between mental illness and violence is
an evolving topic that has been taking form over the past several decades. This is a

difficult association to show and even more difficult to predict as illustrated by a large body
of diverse and often conflicting information. The current literature agrees that there is a
..moderate but reliable association between mental disorder and violence" (Eronen, 1998, p'

S13). This is

a

majorchange from the viewpoint in the 1980's which argued that "crime

and mental disorder can be accounted for largely by demographic and historical

characteristics that the two groups [the mentally

ill

and the general population] share"

(Monahan and Steadman, 1983 , p.152)One of the first major studies that convincingly showed a relationship between

mental illness and violence was conducted by Swanson, Holzer, Ganju, and Jono in 1990.
These researchers formed a pool of approximately 10,000 respondents from the National

Institute of Mental Health's Epidemiologic Catchment Area Project (NIMH ECA) which
drew information from randomly selected community residents. Analysis of their data
showed a relationship between mental disorders and violence in the community.

Individuals who had a DSM trI diagnosis of depression, mania/bipolar, or schizophrenia
were over five times as likely to engage in violence as compared with respondents with no
diagnosed mental disorder. Respondents diagnosed with drug/alcohol abuse or dependence
showed the strongest association with violence; in terms of alcohol and drug abusers

respectively, these individuals were 12to 16 times more likely to cornmit aviolent act than

Murder-Suicide
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with no disorder. A final finding of note from this paper was

that the risk of violence by an individual increased with the number of mental disorders

with which they were diagnosed: individuals with one mental disorder were, on average,
individuals
three times more likely to become violent than an individual with no disorder;

with two diagnosed mental disorders were eight times

as

likely to act violently; finally,

respondents with three or more concurrent mental disorders were about I

I times

as

likely

to commit a violent act than a person without a disorder'

A drawback to this study was that the researchers were unable to differentiate
between varying degrees of violence. They state:

...the ECA data provide no adequate quantitative rneasure of
violence...A11 that we really have is a blunt measurement of the presence or
absence of any violent behavior in association with specific psychiatric
diagnoses (Swanson et al., 1990, p.763)"
mentally
The above quote alludes to more intricate and difficult questions to answer: which

ill individuals will commit a violent act and what form will this violence take? It seems
been many
that the literature is still far from answering these questions, although there have

factors may
studies performed that look at various aspects of mental illness and how these
relate to a person'S potential to commit a violent act.

In the book

t

Men

conclusion:
and Violence (Monahan et aI.2001), the authors come to the following

Of the scores of variables whose relationship with violence we studied in
this project, many (indeed most) had some significant association with
futuie violence. None of these relationships was sufficiently strong,
however, for it to be fairly said that a given variable constitutedthe cause
of violence (Monahan et al., 2001 ,p- 142)In contrast to the idea that a single variable is responsible for an individual's violent
when present
behavior, Monahan et al. suggest that an accumulation of different variables,
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in different combinations, potentially increase an individual's risk to become violent
(2001).

With this viewpoint in rnind, the following is a brief synopsis of some factors that
may predispose a mentally

ill person

to engage in violence. Much of the literature focuses

heavily on the role that delusions and hallucinations play in violent behavior. Other factors
that are discussed include gender, t1e, socioeconomic status, prior violent behavior, violent
thoughts, anger and other emotions, level of intellectual ability during psychotic episodes,
target accessibility, and access to weapons, as well as many others.
Delusions and hallucinations. The role that delusions and hallucinations may play

in predisposing

a

mentally disordered individual to act violently is a dominant theme in the

current 1iterafure. A study conducted by Link, Cullen, and Andrews showed that when the
authors controlled for psychotic symptoms in their data analysis, there was no difference in
the rate of recent violent behavior when comparing psychiatric patients and never treated

cofllmunity controls. When these psychotic symptoms were not statistically controlled, the
psychiatric patients had a significantly increased propensity for violence (1992).
Many researchers argue that specific characteristics of delusions and hallucinations
present in psychotic offenders may lend insight into their actions. One major example is
the argument that paranoid and persecutory themes increase the likelihood that a mentally

ilt individual will become violent. Link and Stueve focused on this characteristic in a 1994
study in which they discussed their theory of "rationality within irrationality" which
suggests that:
once one suspends concern about the irrationality of psychotic
symptoms and accepts that they are experienced as real, violence unfolds
in alrational' fashion...Specifically, we suggest that when a person fears
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personal harm or feels threatened by others interpersonal violence
becomes more likelY (P- 1a3).

They also argue that

if a mentatly ill patient's o'intemal controls" are compromised

by

delusional beliefs like thought control or external controlling influences, then constraints
that would normally influence a person's actions are jeopardized and violent behavior is
more likely (Link and Stueve, 1994)-

A specific group of paranoid/persecutory traits that may potentially lead to a
rational response of violence through irrational beliefs are termed "threat/control-override"
symptoms by Link and Stueve. Threat/control-override symptoms refer to a patient who
expresses the idea that they are threatened (e.g. by paranoid delusions), or that their control

(1994,
mechanisms have been overridden by other forces (e.g. another entity, voices, etc-)

p. 143- 144). Their argument is summartzed by Eronen:

Link and Stueve found that the occurrence of these 'threat/controloverride' symptoms was significantly correlated with violent acts, not only
among psychiatric patients but also among nonpatient controls (Eronen,
1998, p. 52l).

Monahan et al.'s results temper this previous assertion that threat/control-override
symptoms are often responsible for violence in psychotic patients. Monahan et al.
concluded that their study did not confirm the association between threat/control-override
symptoms and violence. Although they do not discount delusions frorn causing violence,
they assert that violence due to delusions or hallucinations is rarer than previously shown

(2001). With this newest entry into the pool of literature, the debate continues.
The role of hallucinations, specifically command hallucinations (auditory or visual

hallucinations that tell an individual to do something), in eliciting violent behavior is also
prevalent in the literature. A study by Junginger examined compliance with command
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hallucinations and showed that individuals often comply with orders given by the
hallucinatory voice. Fifty-six percent of the individuals he investigated reported partial
compliance and 43To reported full cornpliance with their most recent cornmand

hallucination. perhaps most significant is the finding that

full compliance with

a

23Vo

of these patients reported

"very dangerous" command, to shoot or stab someone (Junginger,

1e96).

In his 1996 paper, Junginger puts forth several ideas that apply to both delusions
adapt to
and hallucinations. The first is the idea that a patient's psychotic experience may

their environment. For example, hospitalization, aside from the fact that most patients are
on antipsychotic medications, may suppress violence through an environment that restricts
access to weapons, targets, and opportunities

for violence. On the other hand, an

environment may also promote the development of violent behavior in a psychotic

individual. Junginger's article
differing environments

addresses this issue through the

availability of weapons in

:

...one of the patients...reported experiencing hallucinations outside the
hospital commanding her to get her father's gun and shoot her husband.
After being admittedto the hospital, she reported that a voice instructed
her to get the blunt-point, plastic scissors used in art class and stab one of
the ward personnel...as the availability of weapons became more
restricted, her psychotic experience became at least somewhat more
benign ( 1996, p. 100).

It

in that
seems logical that this idea is applicable to either delusions or hallucinations

aspects

of an environment may be integrated into an individual's psychotic experience. If

mentally

ill person has access to a gun, their psychosis

may promote its use for violenceo

but if this access is restricted, their expression of violence may be limited to more benign
forms

a
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a psychotic

experience is systemattzed may increase an individual's potential to act violently.
Systemization defines the degree of development and specificity that a person's psychotic
symptoms take; the more a person's psychotic experience is developed, the more likely
they are to act on their beliefs. According to Junginger, this systemization is an ability of
the individual to identify specific variables in their delusions or hallucination (the who,

what, where,

*hy, when,

and how of the psychotic experience). He cites several studies

supporting that systematic delusions ("delusional beliefs that were logically elaborate") are
more common in violent patients (Junginger, 1996). For example, he refers to studies he
conducted in 1990 and 1995 which showed that individuals who could identify the

hallucinatory voice present in their cofirmand hallucination, which indicates a degree of
systemization (who is talking to me?), were "found to be reliably associated with reported
compliance, at least in the small, relatively chronic samples thus far" (Junginger, 1996).

A final point brought up by Junginger is that acting on past psychotic experiences
may predispose a psychotic individual to act on future psychotic symptoms that have the

potential to be violent. Junginger suggests that individuals who have acted on past
delusions and hallucinations may act on future occulrences simply because they have

complied in the past (Junginger, 1996)In addition to delusions and hallucinations, there are other factors that have been
investigated in regard to the relationship between mental disorder and violence. These
factors include gender, prior history of violence, emotional states such as anger or fear,

intellectual capability during times of psychosis, and target accessibility.
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Gender. Monahan et al. open their section on gender by stating that a tenet of

criminology is the fact that men commit more violent acts than women; women make up
5l4o of the population in the United States, but are only accountable for llVo of individuals
socioarrested for violent crime (Monahan et a1.,2001). Swanson et al. remark that the
demographic factors present in mentally

ill

offenders is an important factor in relation to

violence; they state that "being male, young, and of lower socioeconomic status increased
the risk [of violence] substantially, apart from psychiatric illness"

(1990,p.769). In light

in
of this, it is a bit surprising that many other studies involving violence and mental illness
the community often show the ratio of male and fernale offenders to be about equal.

Monahan et al. followed psychiatric patients for one year after discharge; they report that
the percent of patients

with at least one violent act within the first 20 weeks was 21.4Vo fot

men and 15.ZVo for women, and over the course of the full year it was 29.77o for men and
24.6To

for women. Men were more likely to have used alcohol or street drugs and less

likely to have been taking psychotropic drugs before the violent act, compared to their
female counterparts. Both genders targeted family members most often, followed by

friends and acquaintances. Also, both genders most cofitmonly committed the violent acts

within their own homes. Finally, a majority of the violent acts involved assault without

a

weapon; however, this was followed closely by weapon use or a threat with a weapon in
hand (Monahan et al., 2001). In line with these results is the notion that one cannot predict

future violence by a mentally disordered individual based on their gender.

prior Violence. Many studies acknowledge that prior violence is a good predictor
of future violence. Beck, in his |gg4 review article, states that several studies support the
(p. 5).
idea that "prior violence is a strong if not the strongest predictor of future violence"
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Monahan et al. (2001) support this statement with the data in their study; they found that

psychiatric patients with a previous violent or criminal history were more likely to become

violent post discharge. They assert that patient history of violencelcriminality is important
information for a clinician to obtain when atternpting to estimate a patient's potential to
commit a violent act due to a strong, consistent relationship between prior and future
violence (Monahan et al., 2001).
Emotionat influences. Anger and other emotional influences have been implicated
in raising the potential for a mentally

ill person to commit violence. This is not a hard

claim to understand, as many people with no psychiatric diagnosis also act in an aggressive
manner when angry, afraid, or frustrated. Kennedy, Kemp, and Dyer (1992) showed that

feelings such as fear or anger often preceded violent behavior. Also, Buchanan, Reed,
Wessely, Garety, Taylor, Grubin, and Dunn (1993) associated feelings of fear, sadness, or
anxiousness with acting on psychotic symptoms. Junginger states that these findings

parallel a theory by Bleuler, published

in

1924, in which he suggested that "disturbed mood

.activates' the violent behavior implied by the content and themes of psychotic symptoms"
(Junginger, 1996, p. g7). Monahan et al. found that patients who were identified to have a
high anger content at the time they were hospitalized showed twice the potential to engage

in violence after discharge when compared to patients hospitalized with low anger scores
(2001). The fact that anger and other emotional states may drive

a

mentally disordered

person to act violently is yet another factor that must be considered when assessing their

risk for violence.
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Intellectuat ability. A theory put forth by Nestor et al. is that

a psychotic

individual

may be more prone to act out a violent belief if their intellectual ability rernains intact

(lgg5). Their study examined a group of 46 involuntarily committed male mental patientsThey divided this population into two subgroups based on violence:24 were assigned to a
severely violent group ( 19 were charged with homicide and five with serious assault such
as assault

with attempt to murder), and 22 patients to

a less

violent group (charged with

property crimes, destruction of property, trespassing). The two groups were then analyzed
tests
based on the types of delusional beliefs they held and results on neuropsychological

of

intelligence, academic ability, memory, attention, and executive abilities- It was found that
the severely violent group "scored higher on tests of overall intelligence...verbal
intelligence. ".performance intelligence...oral reading...and spelling" (Nestor et al., 1995,
p. 336). This makes for an argument that psychotic individuals who have fairly intact

intelligence may be more likely to act violently on their delusional beliefs and
hallucinations because they have the mental organization to do so. Nestor et al. state that
this study points toward an "emerging prototype...of a psychotic individual with relatively
intact self-organizational skills, which may not only rnask highly personalized, organized
delusional beliefs, but may also provide the resources to act on these distorted beliefs"
(Nestor et al., 1995, P. 340)Targets of violence. Perhaps one of the most consistent factors involving mental

illness and violence is that the victim is most often a highly personal and accessible target.
In Gottlieb, Gabrielsen, and Kramp's 1987 study, they found that homicide victims of
psychotic perpetrators were often intrafamilial, whereas non-psychotic individuals often

while
targeted strangers. Psychotic perpetrators targeted family membersTgVo of the time
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Zimner
non-psychotic perpetrator's targeted famity members 49Vo of the time. Estroff and
assert that close members

of a mentally ilt individual's social network

are at the highest

risk of becoming vicrims of violence by the individual (1994). In 1998, it was shown that
former mental patients almost always (867o) targeted family members or friends when

committing a violent act, and that they rarely (lt7o) targeted strangers. This is a lower

of

percentage than the subjects from the general population, who targeted strangers22Vo

1998)- Nestor
the time (Steadman, Mulvey, Monahan, Robbins, Appelbaum, Grisso, et a1-,
group
et al. showed in their 19g5 study that "the delusional beliefs of the severely violent

group had
involved personal targets...92 percent of the patients in the severely violent
patients in the
delusions that involved personal targets in comparison with 72 percent of the

psychotic
less severely violent group" (p. 336). Nestor et al. go on to state that actively
perpetrators of violence were more likely to exhibit delusions that included significant

with this.
others and family members, and that the targets of their violence correlated
psychotic
Nestor and his colleagues write, "the homicidal victims of the severely violent

violent
patients were often significant others, particularly blood relatives. For the severely
group,21 of the 23 homicides involved family members, 12 of whom were parents," and
summarize

.'that actively psychotic patients who engage in lethal or near lethal acts of

violence are characterized by paranoid delusions involving accessible, personal targets"

(p.337). Monahan et al. similarly found that close relationships were highly represented in

of
relation to violence coiltmitted by mentally itl individuals. They found that a majority
violence was directed against personal targets including intimate partners and family

(2001). This
members, and that this violence most often took place in a home environment
mentally
is convincing evidence that the majority of victims targeted for violence by

ill
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offenders are composed of intimate others, family members, and close acquaintances; all
are accessible targets which may predispose them to becoming victims of a mentally

ill

individual' s violent actions.
Conclusion. In conclusion, the body of literature shows the diverse factors that may
compound and subsequently increase a mentally

ill

person's potential to commit a violent

act. Many other factors including violent thoughts, intoxication, lack of impulse control,
childhood experiences, type of neighborhood in which an individual lives, and Axis

II

personality disorders can be argued to be equally important, but are not discussed here.
The picture is that of an extremely complex web of characteristics and contextual factors
that may or may not add to a mentally

ill individual's potential to act out violently.

The

literature supports the fact that there is a long way to go in understanding why a mentally

ill

person may become violent and also in our ability to be able to predict such violence.

Insight into risk assessment for violent behavior has come a long way over the past
decades. The progress gives hope that one day society will be more efficient in its ability

to help mentally ill individuals at risk for committing violence, in turn protecting those at

risk for becoming victims of their violence.
Mental illness and suicide
Introduction. The association between mental illness and suicide is a more
established principle as illustrated by the fact that psychiatric and medical texts list mental

illness as a major risk factor for suicide. Jacobs, Brewer, and Klein-Benheim cite several
articles stating that between 90 and 93 percent of suicides are carried out by individuals

with one or more Axis I mental disorders. The incidence of suicide in the United States is
approximately ll,.Zper 100,000 individuals; it is the ninth leading cause of death and is
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responsible for over 30,000 deaths per year. It is the third leading cause of death in the 15

to24 year old age range (Jacobs et al", 1999).
psychodynamics of suicide. The psychodynamics of suicide can be understood in
terms of an individual turning to the most extreme form of violence against the self.
Maltsberger

(

1999) states:

In suicide the powerful forces for survival and self-preservation are
overpowered by ro**thing else. . . psychic pain drives suicide. . . suicide has
*uny secondary motives, such as the wish to take flight, to be reborn, to
puniitr those left behind, but they do not ordinarily impel with much force
in the absence of anguish, the prime mover of suicide (p- 72)-

of
Maltsberger goes on to say that at the heart of suicide "lies an unconscious identification
a
the self with another person who is both loved and hated." Once a person accomplishes

subjective divorce from their body, they are able to view it as an object separate from
themselves.

llff TflTffi
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;:

as a prison, a cage...Suicide suggests itself to them as a means of escape
when the body-cage finally becomes intolerable...the door to killing the
body is further forced open when a patient believes that physical selfdestruction is not mental self-destruction. Many are convinced that the
mental self will escape from the flesh, transformed and free frorn
suffering...such convictions of resurgence are virtually universal in suicide
(pp. 73).

Maltsberger does an excellent job in summarizing underlying forces that may drive a
person to disregard the powerful desire to survive. The fact that there is such a highly
established association between mental illness and suicide suggests that, in most cases

suicide, mental illness is the prime source of inescapable mental torment that drives a
person to seek a violent and permanent escape frorn their existence.

of
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Axis

I mental disorder and suicide. Axis I mental disorders

are a major motive

behind an individual committing suicide. The Axis I disorders most related to increased
suicide risk are major depressive disorder (MDD), bipolar disorder, schizophrenia, and

alcohol abuse or dependence. The lifetime risk for individuals with an affective disorder
(such as MDD or bipolar disorder) to suicide is around t5Vo and they make up 50-70Vo of

all suicides. Those diagnosed with schizophrenia have around a ll%o lifetime risk to
suicide and make up 10-l5To of all suicides. Finally, people who suffer from alcohol and
substance abuse have a 2-3Vo lifetime suicide risk, but due to the large number of alcohol

anddrugabusers,theymakeupbetween l5-Z5Vo of allsuicides(Jacobsetal', 1999)The role of major depressive disorder (MDD) in suicide. Depression, namely

Major Depressive Disorder (MDD), is consistently found to have

a

significant link to

suicide. Kay, Tasman, and Lieberrnan (2000) write:
Fifteen percent of patients with MDD that is severe enough to warrant
hospitalization will die by suicide...lOTo of patients with MDD who attempt
suicide will eventually succeed. . .Rough\ 5ATo of successful suicides
carried a main diagnosis of depression (p. 350)-

Clark and Horton,Deutsch ( lgg}) looked at studies involving psychological autopsies. A
psychological autopsy is performed by trained mental health professionals who try to piece
together a person's psychological state before they suicided through interviews with family
and friends as well as a comprehensive review of the individual's records. They found that
depression was consistently the leading risk preceding suicide. Depression is often
accompanied by other Axis

I disorders such

as substance abuse/dependence, anxiety

disorders, and panic attacks. When a person's depression is cornpounded by other

psychiatric disorders their risk of suicide increases (Clark & Horton-Deutsch, 1992; Jacobs
et al., 1g9g). These statistics are especially relevant to public health and suicide prevention
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since MDD is one of the more prevalent Axis I mental disorders with a lifetime risk of 2025Vo

for women and 7 -I27o for men (Kay et al., 2000, p. 343).
The role af bipolar disorder in suicide. Bipolar disorder, otherwise known as

manic-depressive disorder, is also strongly linked with suicide. The Epidemiological
Catchmenr Area (ECA) dara found the lifetime risk for bipolar disorder to be about L.?Vo

(Kay et al., 2000). While rhe liferime risk of bipolar disorder is lower than it is for MDD,
the risk for suicide in the bipolar population is even greater than it is for MDD (l9%a and

l57o respectively); however, many of the suicides reported in bipolar individuals are
"Suicide
thought to occur in the depressive phase of the illness. Jamison (1999) states that,
accounts for up to 20 percent of deaths in severe bipolar illness; at least one in four people

with severe bipolar illness will attempt suicide at least once" (p.251). Jamison reviewed
over thirty studies and found that death from suicide in individuals with bipolar disorder
ranged from g-6OVo with a mean rate of l9%o. Several other factors mentionedby Jamison

that correlate with bipolar illness and a higher risk for suicide include a bipolar type

II

diagnosis, the severity of bipolar depressive episodes, early stages in the course of illness,

mixed states of mania and depression, recovering from

a manic-depressive episode, recent

release from psychiatric hospitalization, and a family history of suicide. Jamison (1999)

illustrated the high prevalence of suicide in individuals afflicted with bipolar disorder,
stating, "Individuals with manic-depressive illness thus appear to be at least five to ten
times more likely to attempt suicide during their lifetime than individuals in the general
population, and at least twenty times more likely to attempt suicide than individuals with
no history of psychiatric illness." A final factor that adds to the high risk of suicide in the

bipolar population is the high degree of nonadherence by bipolar patients to medical
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treatment. When an individual with bipolar disorder is free from manic and depressive
symptoms for a period of time, they often quit their medical therapy; furthermore, many

individuals enjoy the increased energy and creativity that they experience during a manic
episode and do not desire to take a medication to control their mania. This aspect of the
disease makes

lifelong remission from bipolar symptoms rare and adds to the lifelong

suicide risk for individuals with this rnental disorder (Jamison, 1999).
The role of schizophrenia in suicide.

A third Axis I disorder linked with suicide

is

schizophrenia. There is a l7o lifetime risk of being diagnosed with schizophrenia, and l0To
of individuals diagnosed with the disorder will suicide (Kay et al., 2000). Suicide by
people diagnosed with schizophrenia is responsible for betw een TVo and 1LVo

of all

suicides; furthermore, between 10 and 15 percent of all schizophrenic patients suicide
(Tsuang, Fleming, Simpson, 1999). Other risk factors that accompany schizophrenia and
can add to the suicide risk are male gender, depression, race (Caucasian), higher education,
age less than 30 years, unemployment, and recent discharge

from a mental facility (Tsuang

et al., lggg). It was suggested that the last four factors (education, age, employment status,
and admission to a mental facility) increased the risk for suicide because many people
diagnosed with schizophrenia saw their lives and all that they had worked for disintegrating
because of their disease. According to Tsuang, Fleming, and Simpson, many people with

schizophrenia "had jobs, were in school, and functioned reasonably well prior to the onset

of the illness...awarefless of the devastating implications of their illness and a decreased

ability to function noffnalty in society may make living intolerable" (1999, pp- 288).
The type and course of an individual's illness also have implications on a
schizophrenic individual's suicide risk. A study by Heilfl, Isometsf,, Henriksson,
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Heikkinen, Marttunen, Lonnqvist, ( I 997) was calried out in Finland and was the first study
that looked at the association between schizophrenia and suicide on a nationwide basis over
the course of a whole year, The population size consisted of 92 cases. In this study they

determined that the predominant subtypes of schizophrenia in individuals who suicided
were paranoid and undifferentiated. In terms of course, Roy (1982) found that
schizophrenics with a chronic course, filled with many waxing and waning symptomatic
episodes, correlated with a higher suicide rate. Another risk for suicide in this population
was recent discharge from psychiatric hospitalization. ln Roy's study, 5O%

of

schizophrenic suicides occurred within the first three months of hospital discharge (1982)The study by Heilii et al. (1997) supported this, tinding that almost half of the suicides in
their study occurred within three months after hospital discharge. Even more noticeable
was that half of the patients who suicided in their study had seen a healthcare provider

within the previous four days. Another finding in the Heilii et al. study, contrary to popular
belief, was that a majority of the individuals in their population suicided during the
psychotic, or active, stage of their illness. Heil[ et al. state, "About two thirds of the
women but only one third of the men committed suicide during an acute exacerbation"

(pp.1238). Also, one out of ten victims suffered from a hallucination that commanded
them to suicide. Finally, in regard to comorbid conditions that may compound the suicide

risk in schizophrenic individuals, depression was present in about two-thirds of the suicides
and alcohol abuse/dependence was present in about one-flfth of the suicides.

The role of alcohol abuse and dependence in suicide. Alcohol abuse and
dependence are two Axis I diagnoses linked with an increased risk of suicide. It has

already been illustrated that substance abuse and dependence, particularly involving
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alcohol, is often found to cornorbidly exist in suicides linked to other psychiatric disorders.

It is important to point out that substance abuse and dependence is related to suicide
independently as well. Weiss and Hufford state:
The frequent use of drugs and alcohol as a vehicle for suicide has been well
documented for those with or without histories of substance abuse disorders.
The suicide rate among substance abusers is far greater than that among
those without psychiatric illness; alcohol use alone increases the risk of
suicide by a dramatic margin in comparison with people who are abstinent
( 1999,

p.300).

With this in mind it is crucial to illustrate the double role that substance abuse and
dependence can play in relation to increasing a person's suicide

risk. First,

the direct role

involves suicide as a result of a purposeful drug overdose; moreover, suicide risk is
increased due to the psychological effects of acute intoxication such as increased
aggressiveness, impaired judgment, and a decreased ability to control impulsive actions.

For example, Suokas and Lonnqvist (1995) found that there was a strong relationship
between alcohol use and impulsive suicide attempts.
There is also the indirect role that substance abuse/dependence has on suicide-

Introducing chemicals into the body can intensify the syrnptoms associated with other
psychiatric disorders. Substance abuse and dependence can strain, and ultimately destroy,
interpersonal relationships in a person's intimate, occupational, educational, and other
social circles, creating life stressors which increase a person's suicide risk- The conclusion
is that alcohol and drug abuse and dependence are major risk factors for suicide and "have
been reported to contribute to betwe en 25 percent and 43 percent of all suicides" (Weiss
and Hufford, 1999, p.

302). In terms of comorbidity, substance abuse/dependence and

depression are especially lethal. Weiss and Hufford showed that evidence suggests that
depression is a strong risk for suicide in alcoholics and that many attempts of suicide occur
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in people who are intoxicated and experiencing an exacerbation in their depresstve
symptoms.
There are many risk factors other than Axis I disorders that increase a person's risk

for suicide. These other risk factors include gender, age, race, life stressors, access to lethal
means of suicide, and Axis tr disorders, as well as other socio-demographic and contextual

factors.

Gender. Gender is one factor that influences suicide risk; although women are
more likely than men to attempt suicide, men are three to four times more likely to actually

kill themselves (Kay

er al., 2000). The overall rate of suicide

is

18.6 per 100,000 for men,

with a peak rare of 63.t per 100,000 for men eighty-five and older; this is

a much higher

rate than for women, whose overall rate is 4.1 per 100,000 with a peak rate of 6-9 per
100,000 in women aged 40 to 44 (MoScicki, 1999)Age. The next important risk factor for suicide is age. A person's suicide risk
generally rises with age, with elderly white men having the highest rate (Mofcicki, 1999)-

This should certainly not overshadow the risk of suicide associated with younger age
groups, as suicide is the third leading cause of death in people between 15 and24 years old
(Jacobs, Brewer,

& Klein-Benheim,

L999, p. 3).

Race. Race is another demographic factor that can be cortelated with suicide'

African-Americans have a lower suicide rate than Caucasians, 12.4 per 100,000 versus 19.7
per 100,000 respectively. It is also important to note that the age range associated with the
highest suicide risk for African-Americans, Native Americans, and Alaska Natives peaks in
the 20 to 29 range. This is a younger age for peak suicide risk when compared with
Caucasian men, whose risk increases dramatically with increasinE a}e (Mo$cicki, 1999).
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Life stre.s.rors. Life stressors typically refer to negative events, problems, or
pressures that raise the level of stress in a person's
stressor that may be particularly associated

life. For example,

an important life

with an increased risk for suicide in the elderly

is physical illness. Factors that can increase suicide risk in people with medical illness
include:
advancing age; male gender; a painful, terminal illness; dyspnea;
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head injury,
bond; and
patient-physician
weak
Huntington's chorea; inadequate sedation;
failure to monitor the patient's state (Mackenzie and Popkin, 1990, pp-721)means; AIDS; cancer; peptic ulcer; spinal cord

Other life stressors include loss of employment, financial problems, loss of a loved one,

divorce, and being humiliated, to name a few. It is obvious that life stressors take a variety
of forms, and that a majority of people will experience times of increased stress during
their lifetime; however, life stressors are particularly worrisome in an individual with other
underlying problems, such as an Axis I mental disorder or a physical illness. Life stressors
have the potential to exacerbate other problems, and in turn, increase the likelihood that the

person may see their situation as unbearable and resort to suicide as a means of escape.
Access to lethal means of

suicide. A final non-psychological risk for suicide is

access to a lethal means of suicide such as a

firearm. In their study, Sloan, Rivara, Reay,

Ferris, path, and Kelterrnann (1990) showed that firearms were responsible for the majority

of suicide deaths in the United States, making tp

57Vo

of the total. Sloan et al. wrote,

..Firearms are an increasingly corrmon means of suicide and account for the highest

proportion of suicides in the United States" (p.371). According to Mo$cicki (1995),
.,Firearms consistently account for nearly 6OTo of all suicide deaths. It is the method of
choice for both men and women, followed by drugs and medicaments for women, and
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hanging for men" (p.25). A study by Card in
means

of suicid e;9ZVo of suicides using

l9l4

found that firearrns were the most lethal

a firearm were successful, a much higher rate than

for carbon monoxide poisoning and hanging (both 78Vo), drownin g 677o), and poisoning
(Z3Vo). Finally, Jacobs, Brewer, and Klein-Benheim cited several studies supporting the

notion that when firearms were kept in a home, the suicide risk for both genders was
increased, even when other risk factors such as alcohol abuse and depression were

statistically controlled
Other

(I

999).

factors. Other socio-demographic and contextual factors that can affect

suicide rates include the following life stressors: interpersonal loss or conflict such as living
alone and being unmarried, being widowed, being divorced, or lack of social support;

economic problems such as unemployment or a drop in social or economic status; and

humiliating events like legal problems, being fired, and financial ruin associated with
scandal. Axis II personality disorders are also associated with an increased suicide risk.
Factors that can affect the suicide risk in adolescents include being married, being unwed
and pregnant, parental absence or abuse, academic problems, moving, and a history

of

perinatal distress (Jacobs et al-, 1999).
Conclusion. This section has shown the relationship between specific Axis

I

psychiatric disorders and suicide, and has touched on other factors that may increase a
mentally

ill person's risk to suicide. It also has reaffirmed a point illustrated in the section

discussing mental illness and violence: risk is most often composed of psychological,
socio-demographic, and contextual factors that, when present in varying degrees, may lead

to a violent action. Unfortunately, there is no single factor that can aid in the prediction of
an individual's propensity for violence. The more accepted relationship between mental
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illness and suicide has allowed for the development of fairly in-depth and utilized methods

of suicide evaluation; however, this system of evaluation is far from perfect- Part of this

difficulty arises from the fact that millions of people with various combinations of the
factors mentioned in the last two sections present for evaluation each year, but only a small
percentage of these people

will become violent, either

against another person or against

themselves. Predicting violence and suicide risk in mentally

ill individuals,

subsequently preventing these violent acts, remains an extremely

and

difficult and perplexing

task.

A review of murder-suicide (homicide -suicide )
Introduction. Murder-suicides are a relatively uncommon type of violence, with an
annual incidence between0.}and 0.3 per 100,000 people. This translates to a mortality of
1000 to 1500 individuals annually in the United States. The seemingly small death rate

from murder-suicide is misleading in terms of its effect on public health. This is best
illustrated by the fact that the mortality from murder-suicides is comparable to the mortality
from diseases that are given high priority in our culture, including meningitis (1156 deaths
per year), viral hepatitis (1290 deaths per year), pulmonary tuberculosis (1467 deaths per
year), and influenza (1943 deaths per year) (Marzuk, Tardiff, and Hirsch, L992; Malphurs
and Cohen,2002).

A study by Coid (1983) compared murder-suicide rates among different

geographical areas around the world and showed that the incidence of murder-suicide
stayed fairly constant between locations. In contrast, the percent of total violent deaths
caused by murder-suicides depended on the overall deaths in a given location (Coid, 1983).

For example, murder-suicides were responsihle for 3.6Va of all homicides in Philadelphia
compare d to 4ZVo

of atl homicides in Denmark due to the disparity of total homicides
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between the two locations (Coid, 1983; Marzuk et al., 1992). It has been suggested that
these numbers indicate a stable baseline

of psychopathologic conditions that feed into

murder-suicide and are an underlying characteristic of all populations (Campanelli and
Gilson, 2OO?; Cooper and Eaves, 1996; Coid, 1983).
problems with investigating murder-suicides. The pool of literature involving
murder-suicide is quite small compared with that concerning homicide and suicide

as

separate entities. There are several factors responsible for the limited research available on

this topic. First, murder-suicide is a fairly uncommon occurrence compared to either

homicide or suicide separately, making it less accessible for research. Second, the inherent
fact that the individuals involved in a murder-suicide are deceased makes it hard to gain

first hand insight into the reasons behind the act. Third, there is no national surveillance
system to track murder-suicides in the United States; therefore, most studies on the subject
deal with retrospective comparisons of murder-suicides, gaining information from a variety

of sources including medicaUlaw enforcement records, newspaper articles, and the
individuals' remaining social network. Fourth, there is no universally accepted definition
as to what comprises

atrue murder-suicide; Nock and Marzuk (1999) state, "There is no

standardized operational definition of murder-suicide...the research literature differs in
what constitutes a murder-suicide." Examples of factors that complicate the development

of a single definition of murder-suicide include: debate over the temporal relationship that
must exist between the murder and the suicide for the act to be classified as a murder-

suicide-studies vary frorn one day to one week; how to treat cases in which the
perpetrator kills the victim and is subsequently killed by a third pafiy (i.e. police), and what

to do with cases where either the homicide or suicide was unsuccessful. Also, with the
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increased recognition of suicide bombings comes the dilemma of how to classify these

events. Due to these obstacles, the research on murder-suicide takes a diverse form, and
the overall picture involving this type of violence is still a work in progress.

Murder-suicide as a unique entity. Another debated topic in the literature is
whether murder-suicides more closely resemble homicide or suicide. One can look at a
perpetrator of rnurder-suicide as an individual whose primary motive is to murder an

individual and then as a result of this act commits suicide, or as a person rvho desires
primarily to commit suicide and kills others as an extension of their suicide. An article
written by Marzuk et al. (l gg}) suggests that murder-suicides are a unique form of violence
and show characteristics derived frorn suicide, domestic homicide, and mass murder. The

current outlook is that the characteristics of ideas and beliefs that drive a murder-suicide

perpetrator's actions lie within abroad spectrum, ranging from primarily homicidal to

primarily suicidal in nature (Nock and Marzuk, 1999).
Characteristics of murder-suicide. There are certain characteristics that are

significantly consistent when discussing any type of murder-suicide. Males are the
dominant perpetrators of murder-suicide and are responsible for 93 ta 97Vo of cases.
Females make up over 85To of the victims of murder-suicide. In regard to race, different
studies show that whites make up somewhere between 50 to 86Vo of perpetrators and their

victims are most often of the same race. Finally, firearms are the weapon of choice when
discussing murder-suicide, and are involved in 80 to 947o of cases (Nock and Marzuk,
199e).

Another factor associated with murder-suicide is mental illness. It is difficult to
determine

if a perpetrator of murder-suicide

was actively experiencing symptoms of mental
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illness at the tirne of the act, since the only person who can truly answer the question is
deceased. psychological autopsy studies performed on individuals who murder-suicide,
show that a large number (up to 75Vo) of these perpetrators have a diagnosable mental

illness (Nock & Marzuk, 1999; Marzuk et al., 1992). As stated previously, depression is

a

major factor involved in a person committing suicide, and several studies demonstrate that
this may also be the case in regard to murder-suicide (Marzuk et al., l99Z). In
Rosenbaum's 1990 study, he found that nine out of 12 murder-suicide perpetrators had a
diagnosis of depression at the time of their violent act compared with zero out of 24
perpetrators of simple homicide in the same sample population. Psychotic symptoms have
also been irnplicated in facilitating the act of murder-suicide. As stated by Marzuk et al.,
most often this psychosis takes the form of "delusional jealousy, paranoia, or rescue

within the larger
[fantasies], but few studies have systematically situated the delusions
diagnostic context of depression, schizophrenia, or paranoid disorders" {L992, p. 3182).
Substance use has also been found to be significantly present in events of murder-

suicide. Nock and Marzuk state that, "The use of drugs and alcohol should be considered
risk factor for murder-suicide, acting not

as a direct cause

a

of the event but as a facilitator by

disinhibiting behaviors, impairing judgment, inducing paranoia, or exacerbating
depression" ( !ggg,p. 201). Several studies have estimated the percentage of murdersuicide perpetrators with detectable alcohol levels between LZ and55To; furthermore, 14 to
ZgVo

of the victims had a detectable alcohol Ievel at autopsy (Nock and Marzuk, L999;

Marzuk et al., lgg1). Cooper and Eaves reported that "at least 44Vo of the perpetrators and
4O?o

of the victims had been drinking at the time of the homicide and at least lOTo of the

perpetrators and TVo ofthe victims were under the influence of street drugs" (1996, p. 103).
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It should be noted that although substance abuse was a significant characteristic found in
murder-suicides, it was found in even greater degree when discussing homicide or suicide
alone (Nock and Marzuk, 1999).
Typtng murder-suicides. Murder-suicide presents in a wide variety of forms in

terms of the relationships between and characteristics of the perpetrator and victirns

involved. In order to make the diverse presentations of murder-suicide easier to visualize
and research, two typologies have been proposed to elucidate perpetrator-victim

relationships as well as other cofactors that may have instigated the event. The first

typology was devised by Marzuk, Tardiff, and Hirsch's (MTH typology), and is included in

their lgg1 article

(see Appendix

C). The

second typology was cre.ated by Hanzlick and

Koponen,s (H-K typology), and can be found in their 1994 article (see Appendix D).

Hanzlick and Koponen created their typology after they experienced difficulty
using the MTH typology. Hanzlick and Koponen felt that there were several shortcomings

to the MTH typology; most of these problems arose from the idea that the typology needed
to be more specific and comprehensive. They suggested that the MTH typology needed to
be revised to allow for more specific coding of "circumstantial information of demographic

more
and epidemiological importance, and that the terms used in the typology be defined

precisely" (Hanzlick and Koponen

, lgg4,p 173). For example, they illustrated that the

MTH typology for a spouse or consortial type of murder-suicide with

a spouse perpetrator

committing an uxoricidal (spouse killing), with a cofactor of financial stress, defined by the

MTH typology

as

I(l)i-D, did nor allow for several important differentiations. First, it did

not allow for the researcher to delineate between a marital spouse versus a corrmon-law
spouse. Second, it did not give the researcher the option to code the gender of the
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perpetrator or victims. Third, it did not allow the researcher to indicate the number of

victims. Fourth, a "class" describing alcohol intoxication (if necessary)

was not available

in this rypology (Hanzlick and Koponen, 1994). Hanzlick and Koponen described a
number of other similar limiting factors that they found when using the MTH typology to
describe murder-suicides in their study. Another study by Campanelli and Gilson (2002)
used both the

MTH and H-K typologies in their study on murder-suicide. They discussed

their experiences with these two typologies by summaizing that:
The former system IMTH] is easier to use, but we experienced some
classification problems similar to those described by Hanzlick and Koponen'
The latter typology (H-K), though cumbersome and not without some
classification problems, is more helpful in capturing useful public health
information, and we add our support for it because it more clearly addresses
parameters of gender, race, and method (P. 251)-

From these examples and other articles, it appears that the H-K typology, although
somewhat difficult to use, is the more preferred and descriptive typology of the two.
Types of murder-suicide. Murder-suicides involve a variety of family relationships

and, although rnuch less common, extrafamilial perpetrators and victims as well- The

motives underlying the actions are similarly diverse and can be influenced by numerous

clinical, socio-demographic, and contextual factors comparable to factors mentioned in the
previous sections dealing with murder and suicide.
Literature by Nock and Marzuk (1999) and Marzuk et al. (1992) discussed several

of the leading types of murder-suicide as classified by the MTH typology; these included
the spousal-amorous jealousy type, the spousal declining health type, the filicide-suicide
type, the farnilicide-suicide type, and the extrafamilial murder-suicide type. The following
surnmaries were adapted from these two sources.
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Spousal-Amorous Jealousy. This type of murder-suicide, which would be coded IA

by MTH typology, makes up a majority of murder-suicides (50-75Vo) in the United States.

In illustrating this type of murder-suicide, Marzuk, Tardiff, and Hirsch state:
Typically, a male between the age of l8 and 60 years develops suspicions or
knowledge of his girlfriend's or wife's infidelity, becomes enraged, and
both murders her and commits suicide, usually using firearms-. -The
'infidelity' may be real or perceived and delusional, and thus ranges from
rumination or obsessional to psychotic- (1992, p. 3180).
This type of murder-suicide is usually associated with a dysfunctional relationship in which
one of the partners (usually the female) attempts to separate from the other. The

relationship usually has a history of confrontations and often includes past conflicts marked
by verbal and physical abuse; often the perpetrator displays extreme jealously (psychotic or
morbid jealousy) in which it is believed that the partner has been unfaithful (Nock and

Marzuk, 1999).
According to Nock and Marzuk, men made up over

gOVo

of the perpetrators in this

type of murder-suicide, usually used a firearm as the weapon, and committed the act in
response to the female's attempt to leave the controlling and abusive relationship. Intimate

partners who died by murder-suicide were usually older and had been married for a longer

period of time when compa^red to single/simple homicides involving intimate partners
(

lggg). It was also noted by Nock

and Marzuk that this type of murder-suicide seemed to

be motivated by more homicidal intentions based on feelings of jealousy and revenge

(Nock and Marzuk, 1999).
Spousal Declining

Heatth. Another type of spousal murder-suicide is where an

elderly individual, again usually a male, kills his spouse before committing suicide, usually

in response to a terminal illness or mental disorder (depression); this would be coded as

Murder-Suicide 39

I(1)i-B by MTH typology. In the words of Marzuk et al., it usually involved "elderly men
who have either poor health, ailing spouses, or both, who shoot their wives and then

comrnit suicide" (L992,p.3181). It is suggested that this type of murder-suicide can be
seen as a type

of "mercy killing" in which the perpetrator, usually the caregiver, can no

longer provide the needed care to the victim; this realization can often be compounded by
social stressors like failing health and financial problems, and the caregiver sees the act as a

way to protect the victim from life without the caregiver (Nock and Marzuk, 1999)- In this
situation, the murder-suicide is thought to be an extension of the perpetrator's suicide,
where the caregiver does not feel that they can continue with life, but cannot bear to leave

their partner without them. A similarity can be seen between characteristics in this type of
murder-suicide and in suicide committed by elderly white men (who compose one of the
highest suicide risk groups) in that depression, poor health, and despair are often present in

both situations (Marzuk et al., 1992).

Fiticide-Suicide. This is atype of murder-suicide in which females make up

a

greater percentage of the perpetrators than males (although males are often perpetrators in

this type of rnurder-suicide as well). This type of murder-suicide would be coded as type

II(1/2)i-iii-variable classes (C, D, E, etc.) by MTH typology. Nock and Marzuk stated that
the most dangerous time for a filicide to occur was within the first six months of an infant's

life, and that it often involved

a caregiver

(usually the mother) who was dealing with

depression (often post-partum) or a psychotic disorder (e.g. schizophrenia). The motives
behind this type of murder-suicide committed by the mother may stem from the idea that
the child is an extension of herself and therefore is integrated into her own suicide, a belief
the there

will

he no one left to care for the child when she is gone, and/or delusions

of
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salvation in which the mother believes that she is saving the child from evil forces or the
evils of the world (1999). Similar characteristics were present in maternally perpetrated
murders of children hetween

I

and 5 years in that "the primary motive appears to be a

'deluded altruism'...the mother perceives the child as solely dependent on her for care and
sees a need to escape and 'save' herself and her children

(Marzuk, Tardiff, and Hirsch,

from

a

painful, ruinous world"

!ggl,p. 3181). The methods used to commit filicide-

suicides vary greatly between men, who tend to use more violent methods, and women,

who most often use less violent means. Nock and Marzuk cite several articles in stating,
.'The most common methods of murder employed by mothers are drowning, suffocating,
gassing, beating, and defenestration, whereas fathers tend to use firearms, stabbing,

beating, and kicking" (1999, p. 196). This type of murder-suicide is again suggested to
more closely resemble an extension of the suicidal tendencies of the perpetrator; the

caregiver, often dealing with mental illness, has decided to commit suicide and kills the
child(ren) in an "altruistic" act, protecting them from life without the caregiver or from the
evils of the world.

Familicide-Suicide. Familicide-suicide is

a less

common type of murder-suicide

than those previously mentioned, but "frequently combines features of all of them" (Nock
and

Marzuk, Lggg,p. 197); it is codedby MTH typology

as

"mixed type I(l)iltypell(2)i-iii

with mixed motives" (lggz,p. 3181). This type of violence is male dominated, and often
involves themes like depression, paranoia, intoxication, marital problems, or

a

combination

of these problems (Nock and Marzuk, 1999). Studies that have investigated familicidesuicides found that the perpetrators were often chronically depressed, were experiencing

financial or relationship problems, felt distanced from their spouses, and were hopeless
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about any chance of improving the situation (Nock and Marzuk, 1999). The fact that other
members of the famity (and often the pets) were killed, suggests that the perpetrators were
seeking a complete destruction of a specific relationship. In terms of the father/husband, he
may see the children as an extension of his wife, and seeks to obliterate all aspects of their

relationship or he may see himself as delivering his family from continuing hardship or a
hopeless situation (Nock and Marzuk, 1999). Marzuk, Tardiff, and Hirsch explain that,

..Typically, the senior male who is depressed, paranoid, or intoxicated kills every member
(type IIiv),
of his family including his spouse (type Ii), children (type Iii-iii), other relatives
and sometirnes pets" (Lgg;-,p. 3181). This type of murder-suicide can take a variety

of

forms.

Extrafamilial murder-suicide. The final type of murder-suicide discussed deals
with murder-suicides outside of

a

family context; this type of murder-suicide is defined by

MTH typology as IIIE, and is the least common type of murder-suicide. Marzuk, Tardifl
and Hirsch define this type of murder-suicide as being perpetrated by:

disgruntled individuals who probably have paranoid and narcissistic traits
who believe they have been stighted in some way...Seeking vengeful
vindication, they usually kill employers, teachers, physicians, or bankers
with a firearm prior to turning the gun on themselves" (1992, p' 3181)'

This type of violence is typically perpetrated by a male in the form of an angered employee
who kills specific targets, usually his boss or coworkers, before killing himself; it almost
always involves a firearm as the method for committing the act.

Current articles on murder-suicide- Now that the basics involving murder-suicide
have been discussed, the focus

will switch toward a summary of two recent studies

addressing the topic. The first study was conducted on a national level, and the second
study involved the state of New Hampshire'
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In their Z111study, Malphurs and Cohen used newspaper surveillance to identify
cases of murder-suicide in the United States

fiom

1,997

through 1999. The researchers

conducted two internet searches using the search engines www.lexis-nexis.com and

www.naa.org to search 191 large and small papers. Key words used in these searches were
"murder-suicide", "homicide'suicide", "murder AND suicide", and "homicide AND

suicide". The definition of murder-suicide used by Malphurs and Cohen was any person
who had "committed a homicide and then successfully committed suicide within twentyfour hours"; cases in which either the perpetrator or victirn survived were excluded- Using
these rneans, the investigators identifie d 673 murder-suicides accounting

for

L439 deaths-

The researchers also gathered records from two medical examiner'districts in Florida to
compare with their newspaper search in order to determine the efficacy of using
newspapers as a data-gathering instrument.

All murder-suicides in this study were

classified using the Hanzlick and Koponen (H-K) typology rnentioned previously.

Malphurs and Cohen first looked at their data as a whole and it showed that:
the majority of homicide-suicides were spousal/consortial {70.5To), followed
by infanticide/pedicide (IO.5To), extrafamilial (8.7Vo), familial {6-SVo), and
mass murders (3.7Vo). Most homicide-suicides involved guns (85'87o) and
were perpetrated by men (89.2Vo) (Malphurs and Cohen, 2A02, p. 144)-

Malphurs and Cohen also looked at their data by breaking it into two distinct groups as
determined by age of the perpetrator; this included a younger (<55 years old) group and an

older (>55 years old) group. Of the 673 cases, I l3 cases could not be classified because
their age was not reported in the newspaper article. The following table is a summary of
their findings as broken down by age group:
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N=152 (70.5 years)
27%
76.30%
10.50%
3.30%
7.90%
1.30%
95.40%
88.20%
13.80%
31.60%
not listed
(Malphurs and Cohen,
2002, p. 1 aa)

1

In agreement with previous studies, the rnost cofirmon type of murder-suicide was
spousallconsortial. The next most cofirmon types of murder-suicide were familial,
infanticide/pedacide or extrafamilial (depending on the age group), and mass murder. Men
were the predominant perpetrators and the events almost always involved a firearm as the
rnethod of violence. Significant cofactors found in these cases included impending or

previous divorce, caregiving, and psychiatric illness. To surrmarize these tindings,
Matphurs and Cohen stated:
The majority of events involve spouses or intimate partners, rnale subjects
are most often the perpetrators, and handguns are the most frequent method
of death.. .the results also confirm previous work on probable motivations.
Marital conflict involving an impending or previous divorce in about a third
of older couples. . . Jealousy and conflict were the most cofitmon motivations
reported for younger couples [to commit murder-suicide]...older men who
(2AO2,
*i
[were at higher risk for committing murder-suicide] - . .
"**giveis
p. 147.)

Two other important findings in this article involve the researchers' comparison of
newspaper reports to medical examiner records, and the authors report on using the H-K
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typology with this type of data gathering technique. [n terms of newspapers as an effective
data-gathering instrument (by comparing the number of cases identified in newspaper
articles with records from medical examiners in two Florida districts), the researchers
discovered that the newspapers reported around
year period (Malphurs

T l%o

(27 of 38) of the cases over the three-

& Cohen, 2002). This percentage could vary from

state to state

depending on the state's policy for reporting murder-suicides, the nurnber of newspapers in
the state, etc., so although newspapers appear to be a fairly effective way to gather

information on murder-suicides, they probably underestimate the occurrence.
In regard to the H-K typology, Malphurs and Cohen stated that overall they found it
to be a useful tool for classifying murder-suicides. They do cite certain limitations such

as

the fact that specific age of the perpetrator and victim, occupation, and health status are

often not included in newspaper articles. This translated to the fact that some of the
categories like age, race, relationship of the perpetrator and victim, and various cofactors

could not be completed in the H-K typology, and points to one of the limitations in using
newspapers as a data-gathering device. In conclusion, the authors state the need for a

national surveillance system to better track, study, and prevent murder-suicide (Malphurs &
Cohen, 2002).
The second study, by Campanelli and Gilson (2002), focused on the state of New
Hampshire, a much more finite and demographically homogenous area than the previous

study. This type of study was equally as important as a larger scale study in that it gave
unique insight into a specific region with its own set of characteristics. Campanelli and

Gilson allude to this by stating:
The population examined is geographically distinct from those in previous
reports from the United States and is further distinguished by its relatively
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regional
homogenous racial composition, nonurban character, and low
p'
248)'
(2OOZ,
homicide rate cornpared with the rest of the nation

Medical Examiner for the
The investigators looked ar records from the Office of the Chief
(October 1995 through october 2000) and
State of New Hampshire over a five-year period
that Campanelli and
identified sixteen cases of murder-suicide. It is important to note
and Cohen (2002);
Gilson used a differenr definirion for murder-suicide than Malphurs
the perpetrator's suicide within
they defined a murder-suicide as "homicide(s) followed by
one week of the homicide(s)" (p.

2a8). Although the investigators allowed for the one-

place within a twenty-four
week window in their definition, all events they identified took
hour period.
using their
As mentioned, Campanelli and Gilson identified sixteen murder-suicides
100,000 individuals which is in
methods; this translates into an incidence of 0.26 cases per
agreement

with other estimates of incidence of murder-suicide in the United States'

including
The investigators analyzed many factors within these murder-suicides
perpetrator, previous history of
demographic data, toxicology, psychiatric history of the

in both the MTH and
domestic violence, and cofactors involved in the events as included
in their
H-K typologies. In parallel with other studies the primary type of murder-suicide
common perpetratots (94Vo),
study was spousaVconsortial (lTVo),ma1es were the most
were the most common
females were the most common victims (gg%), and firearms

It was also consistent
method of violen ce (65Vo of the homicides;7SVo of the suicides).
died at home: 88To of
with other studies in that the majority of the victims and perpetrators
home or their former home,
the victims died at home, 56Vo of the perpetrators died at their
and an addition

or
al lzVo of perpetrators died at the home of the victim (not previously

of the perpetrators and
currently occupied by the perpetrator). The fact that only SlVa
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victims occupied the same house at the time of the event suggests that many of these
relationships were experiencing serious problems at the time the murder-suicide occurredIn terms of psychiatric illness, the researchers identified that 38Vo of the perpetrators
suffered from depression and 67o suffered from schizophrenia. The investigators
acknowledged that they more than likety underestimated the rate of psychiatric illness in
the cases due to their limited investigation into this cofactor. Substance abuse was another

prevalent theme in this study; StVo of the perpetrators had detectable levels of ethanol at
autopsy and 1 6Vo of the perpetrators suffered from chronic alcoholism.

A final significant trend illustrated in the paper was that

25To of the victims had an

active restraining order against the perpetrator at the time of the event and an additional
lZTo of the victims had previously filed a restraining order which had subsequently

expired. Moreover, in regard to spousal/consortial murder-suicides , 54To of the
relationships were charactenzedby previous domestic violence and2TTo of these victims
had an active restraining order against the perpetrator. This is an important finding in light

of the fact that it is illegal for any individual with a restraining order to posses a firearm in
New Hampshire, and all of these rnurder-suicides were committed with a gun as the
method of violence.

The authors of this study sunrmarized their experience with the MTH and H-K
typologies and gave their opinion on the social implications of their study. Campanelli and
Gilson srate that both the MTH and H-K typologies had their benefits and shortcomings,
but they gave their support to the H-K typology in that it gave more relevant data in regard
to public health issues. The authors asserted that this study illustrates the need for barriers
that

will further limit

access to firearms by individuals charged

with domestic violence.
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Finally, the authors called for greater education for healthcare and law enforcement
professionals as well as the general public in regard to domestic violence issues.

Conclusion. This chapter has attempted to show the diverse factors that can
potentially influence a person to become violent against others or themselves. As stated
previously, current research asserts that there is no one factor that can be used to predict a
person's risk for violence; rather it is an accumulation of factors-

In regard to murder-suicide, current research places this distinct type of violence
contain
somewhere between homicide and suicide. Various cases of murder-suicide
both
characteristics that appear to be more homicidal or suicidal in nature, but traits of
types of violence are most

typical. The research on murder-suicide is fairly sparse, but the

body of literature continues to grow which gives hope that more insight
this ambiguous tYPe of violence.

will

be gained into
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Chapter 3: MethodologY

Introduction- p urpo s e of studY
The primary objective of this study was to look at the prevalence of Axis I mental
disorders, namely depression, bipolar, schizophrenia, and substance abuse/dependence,
associated with rnurder-suicides in Minnesota in the years 1999, 2000, and 2001- The
secondary objective was to look at other important socio-demographic and contextual

factors that described the perpetrators and victims in these cases.

Although murder-suicide is a fairly uncommon event, its effects are devastating,
and describing consistencies that appear in the various cases may provide insight into this

type of violence. Recently, similar studies were carried out on both a state and national

level (Campanelli and Gilson,

2OO2;

Malphurs and Cohen, 2OOZ). Minnesota provided a

unique look at this phenomenon due to its diverse cultural make-up, its mix of rural and
urban populations, and its distinct geographic location.
De

scription of methodolo gy selected
The type of methodology selected for this investigation was similar to other recent

studies on the subject of murder-suicide and followed a descriptive, qualitative design in an

attempt to describe the characteristics present in murder-suicides in Minnesota during
1999, 2000, and 2001.

Design of the study

This study involved

a retrospective surveillance

of secondary information for the

yeaffi lggg,20g0, and 2001 providedby a variety of sources including death certificates,
newspaper articles, the Femicide Report, SHRs, and medical examiner records.
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First, potential murder-suicide cases were identified by looking at newspaper
articles, the Femicide Report, SHRs, and death certificate information via the Minnesota
Department of Health's Minnesota Trauma Data Bank (MTDB). Newspaper articles were
examined from two of Minnesota's major newspapers (The Minneapolis Star Tribune and

The

St.

paul pioneer Press) by accessing the newspapers' online archives and searching by

keylvords including "murder-suicide," "homicide-suicide," and the various victim and
perpetrator names as identified by other sources. The Femicide Report is an annual

qualitative report that gives a synopsis of all murders involving women and children in
Minnesota each year. The report is made available by the Minnesota Coalition for Battered

Women and is available at www.mbcw.org. Supplemental homicide reports are typically
completed by the involved police personnel for homicides that occur in Minnesota; the
reports include basic information about each homicide and are collected by the MDH.

Finally, death certificates were linked through the MTDB by matching homicides and
suicides linked by date and locationThe second step of this study was to visit medical examiner offices around
Minnesota to verify whether the potential murder-suicide cases were actual murdersuicides and to collect supplemental information on verified cases. The supplemental
any
information came from the four sources mentioned in the previous paragraph as well as

information available from the medical examiner records.

Alt information gathered from newspaper articles,

the Femicide Report, death

certificates, supplemental homicide reports, and medical examiner records was sufilmarized
abstract
and recorded on the Minnesota Violent Death Reporting System (MVDRS), an

form adapted directly from the National Violent Death Reporting System (NVDRS)'
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Abstract forms were completed for both the perpetrator and victim(s) for each case of
murder suicide and were completed as thoroughly as possible from the sources previously
mentioned.
Once the information was collected, it was entered by the MDH into a statistical
analysis package. The data was anal yzed for trends that existed among the pool of murdersuicide cases identified. This study received approval from the Augsburg College

Institutional Review Board (see Appendix E) and permission frorn the MDH (see Appendix
F).
Sample and population

The sample population consisted of all individuals directly. involved in cases of

murder-suicide that took place in Minnesota state over the years 1999, 2000, 200

1;

furthermore, for this study, the case consisted of an individual who committed a successful
homicide and then suicided within a twenty-four hour period. It is estimated by the MDH
that there are approximately six to eight murder-suicides each year. The sample size for this
study was estimated to be between 18 and 24 cases with at least two individuals per case
(one perpetrator and at least one victim). As stated earlier, this population was identified

by looking at nswspaper articles, the Femicide Report, supplemental homicide reports, and
death certificates contained in the

MTDB. After the initial pool of potential

cases was

identified, each case was verified through the medical examiner's office responsible for the
autopsies.

Instrumentation
The instrument used for gathering data was the Minnesota Violent Death Reporting
System (MVDRS), an abstract form adapted from the National Violent Death Reporting
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that is
System G\TVDRS) abstract form. An abstract form is a data-gathering instrument
so that
designed to collect information in a consistent and comparable manner

it can be

prior to data
analyzed at a later date. The abstract forrn was piloted in early July, 2003,

collection. The pilot

cases involved murder-suicides that occurred before 1q99 in order to

any
determine that pertinent data would be recorded in an appropriate manner and
deficiencies in the form could be corected prior to the actual data collection.

Data collection
Data collection was carried out between the dates of July, 2003, and August,2003'
the
The investigator drove to medical examiner offices responsible for investigating
as actual
identified cases of murder-suicide to both confirm potential murdet-suicide cases

cases and to collect data from these sites via the

was entered into a statistical package by the

MVDRS. Once the data was collected, it

MDH and analyzed to assess cofltmonalities

and trends.

Data Analysis
factors, as
The data was anal yzedusing statistical analysis software (SAS)- Several
seen on the

MyDRS (Appendix A), were analyzed. The results were comprised mainly of

as the
descriptive statistics relating to the murder-suicide cases as a whole as well

to evaluate
perpetrator and victim populations separately. Pearson's Chi Square was used
the data was
whether significant relationships existed between specific variables because

variable was
nominal and was composed of a small sarnple population. The dependent

included gender,
whether the individual was a victim or perpetrator; independent variables
report, and the
evidence of mental illness, positive mood altering substance on toxicology
use of a firearm.
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Chapter 4: Results

After examining the Femicide Report, supplemental homicide reports (SHRs),
newspaper articles from two of Minnesota's major newspapers (The Pioneer Press andThe

Star Tribune), and death certificates, the sample population included 32 cases involving

a

total of 73 individuals. Two cases, involving five individuals, were eliminated because
they did not meet the criteria for murder-suicide as defined in this paper; specifically, the

perpetrator's death from suicide occurred greater than 24 hours after the homicide. This
meant that the definition of murder-suicide in this paper, which used a twenty-four hour

window between the homicide and suicide rather one week as in other studies, was
sufficient to capture 94Vo (30t32) of all murder-suicide cases identified.
This left a total of 30 cases involving 68 individuals for use in the data analysis.
Over this same time period (1999-2001), there were a total of 405 homicides and 1351
suicides in Minnesota; therefore, the murder-suicide cases included in this paper accounted
for7.4To of the total homicides and 2.87o of the total suicides in the state between these

years. According to the 2000 census, there were approximately 4,919,479 individuals

living in Minnesota. Using this number, the incidence of murder-suicide

cases

in

Minnesota over the years of 1999, 2000, and 2001 was approximately 0-203 per 100,000
person-years; the incidence of suicides from murder-suicide was approximately 0.203 per
100,000 person-years; and the incidence of homicides from murder-suicide was

approximately 0.?64 per I (X),000 person-years.

Figure I shows the number of cases found by each of the four main sources that
were used to determine the number of murder-suicides that occurred in Minnesota between
the years of 1999 through 2001.
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Number of Cases Found bY Source
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analysis, followed by
Death certificates identified 100 Vo ofthe cases included in the final
gEboof the cases, newspaper articles which found 77Vo
the Femicide Report which found

of the cases, and SHRs which found 73Vo of the cases.
in December
When broken down by month, the largest number of cases occurred
of the total cases
(23.3Va) and January ( 13.3To);these two months contributed to 36-6Ta
(Figure 2).
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Murder-suicide cases occurred tn22 of Minnesota's 87 counties, and four of these counties
had more than one murder-suicide case over the three year period examined- Over half of
the cases (537o) occurred in nine counties that the 2000 census reported as having greater
than 50,000 people; the remaining fourteen cases (477o) were located in thirteen counties

with populations under 50,000 individuals. Twenty-six of the 30 cases (877o) took place,

wholly or partially, in either the perpetrator's or victim's homeOf the 30 cases,26 (87Ta) involved a single perpetrator and single victim, and four
(l37o) involved a single perpetrator and multiple victims. As figures 3 and 4 illustrate, the
majority of the cases (83To) involved some form of intimate partner violence (IPV). In
terms of victims,25 of the 38 victims (667o) were former or current intimate partners of the

perpetrator. In regard to evidence supporting previous abuse in the IPV cases, four of the
25 cases (16%o) had a documented history of abuse.
Percentage of Cases lnvolving lntimate Partner
Violence

Percentage of Victims Who Were

htirnte

Partners

5
IJ

lrh

25
66-/o

25

8tr6

Blb f

Yes

Figure 3

trno

I

Figure 4

There were a variety of relationships represented between the various perpetrators
and victims involved in the murder-suicide cases (Figure

5). Current partners (i.e. wife,

girlfriend) were the most cornmon relationship and accounted for one half of all victims.
Other family members (i.e. child, parent) and former intimate partners were the second and
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third most corrrmon relationships, composing}AZo and
Finally, children of intimate partn

ers (5Vo),

16Vo

of the total, respectively'

friends (3Vo), and strangers (3Vo) were the least

represented grouPs.
51Vo

Relationship of Victim to SusPect
24Vo

I

l6Vo

Current
partner

5%

I

3To

3To

I

I

Other Family

Former

Child of

Member

partner

partner

Stranger

Friend

Figure 5

The 30In terms of age, victirns had a mean age of 29.o and a median age of 30.5.

it included a total
39 year old age range was the most represented age category for victims;
of lZ

(3ZTo) individuals (Figure

6). The perpetrators had a mean

age

of

39 -3 and a

median

were highly represented
age of 3g.5. There were two age categories, 30-39 and 40-49, that

of all
for perpetrators. Each included I 1 individuals and together contributed to 73Vo
perpetrators (Figure 7).
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Perpetrator Age
40%
35%
30%
rl}

d, 25%
tE

E

rD

(J

fr%

o 157o
E
10%
5%
a%

UMer

10

I0

to

1

9

29

20 to

30 to

39

40 to

49

50 and older

Age

Figure 7

Several races were represented in both the victim and perpetrator sample

populations. Caucasians composed 897o (34 of 38) of all victims,.followed by an equal
distribution of Black (2 of 38) and Asian (2 of 38) victims who each comprisedSVo of the
total (Figure 8). Finally, 5 of the 34 Caucasian victims, or lSTo of the total, were of
Hispanic ethnicity.
Race of victims
50k

5%

89%

lWhie

El

Figure

tr

I

In terms of the perpetrators, 837o (25 of 30) were Caucasian; this was followed by
Black (2 of 30) and Asian (2 of 30) individuals who each representedTVo of the total;

finally, Native American/AlaskaNatives composed3%o
Also, 4 of the 25 Caucasian perpetrators, or

LSTo

(l

of 30) of the total (Figure 9).

of the total, were of Hispanic ethnicity.
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victim and perpetrator
There was a predominance of a single gender among both the
victims in these cases (Figure
sample populations. Females rnade up a large majority of the
murder-suicides (Figure 11)'
10) while males were almost always the perpetrators of these
decedents (victims)
There was a significant difference between the gender of the homicide
-665; P<0'0001)'
and suicide decedents (perpetrators) in these cases (Chi Square=37
Gerder Of Yictims

Gender oI PerPetrators

a1trh

OBf/"

90o/o

rtuhb EFsnBle

Figure

10

f

Mab gFerBls

Figure 11

and
Ten of rhe 3g victims (?6To) had some level of alcohol in their bodies,

1

I of 38

an illicit
(1g4o)had some type of mood altering substance in their bodies (alcohol or

of alcohol in their bodies,
substance). Twelve of the 30 perpetrators (4o%o) had some level
substance (i.e' alcohol,
and 15 of the 30 perpetrarors (50%) had some type of mood altering

illicit drugs, or a scheduled medication) in their bodies"

Murder-Suicide 58

Two of the 30 perpetrators (7To) had an officially documented DSM-IV-TR Axis I
mental disorders. An additional seven perpetrators' cases (307o) contained intormation

which strongly supported a diagnosable Axis I mental disorder (i.e. references to previous
problems with depression, psychiatric medication present on the toxicology screen, etc.).
There was strong evidence of mental illness in 3 of the 30 victims (107o); however, none of
the victims had a formally documented DSM-W-TR Axis I mental disorder. Using
pearson's Chi Square to examine the use of a firearm or the presence of a mood altering
substance on the toxicology report in perpetrators who had evidence of mental illness, there
was no significant relationship when compared with perpetrators who did not have

evidence of mental illness (P>0.05)

When the various methods used to commit homicide were examined, it was
apparent that firearms were used to

kill a majority of the victims, followed by

asphyxiation/strangulation, sharp/blunt trauma, vehicular homicide, and unknown (Figure

t2).
Primary Methods Used To Commit Homicide (Number of Cases,
Percent of Total)
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The firearms used in these homicides were further broken down by type with handguns and
shotguns accounting for the majority of the firearm homicides (Figure 13).
Types of Firearms Used To Commit Homicide (Number of
Victims, Percent of Total Firearm Homicides)
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Figure 13

Firearms were also the most common method used by perpetrators to suicide, followed by

hanging/drowning, vehicular suicide, and instruments (Figure 14)'
Primry Methods Used To Suicide (Number, Percent)
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Figure 14
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The various types of firearms used by the perpetrators to suicide were examined; handguns
and shotguns accounted for a majority of the firearm suicides with rifles and other types
guns utilized less frequently (Figure

of

l5).

Types of Firearns Used To Suicide

3,12"h

1,4h

11,42%

11,42%

a Handgun I Shotgun E Rifle g Other

Figure

Firearm

15

An additional five cases, involving five perpetrators (L7To) and ten victims (26Vo),
were characterized by the perpetrator starting fire to a residence before suiciding. In turn,
the toxicology reports showed that four perpetrators ( l3%o) and eight victims (2l%o) had

inhaled some level of carbon monoxide.
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Chapter 5: Discussion

The original focus of this study was to examine the prevalence of Axis I mental
disorders in perpetrators of murder-suicide in Minnesota between the years of 1999 and

2001. Regrettably,

as the

investigation progressed it became evident that the data sources

chosen for the study would not provide the detail necessary to allow an accurate estimate

of

this specific variable. Only 2 perpetrators out of 30 had an officially diagnosed DSM-

IVTR Axis I mental disorder; one was

a case

of depression (MDD) and one was a case of

schizophrenia. Strong evidence indicated that an additional seven perpetrators most likely
suffered from various diagnosable Axis I mental disorder including depression, substance
(30To)
abuse and/or dependence, anxiety, and others. This would make a.total of nine cases

in which there was strong evidence supporting a diagnosable psychological impairment in
the perpetrator. Additionally, 5O?o of the perpetrators had some level of a mood altering

point
substance present on their toxicology reports including alcohol (not always to the

of

legal intoxication), illicit substances, and scheduled prescription medications. Finally, at
least 12 of the 30 perpetrators (407o) had at least one severe life stressor occurring at the
time of the act including six (20%) individuals who were recently separated or in the
process of separation, and three individuals who made reference to a real or perceived

affair
In the opinion of this author, the number of perpetrators with

a diagnosable

Axis I

mental disorder was underestimated by this investigation. To determine a more accurate
reflection of the prevalence of Axis I mental disorders in perpetrators of murder-suicide

would require

a

rigorous psychological autopsy including access to police and Bureau of

Criminal Apprehension (BCA) files, private clinical records, and interviews with relatives
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and acquaintances of the individuals

involved, Even if the time and finances had been

available to pursue this type of intensive data gathering, it would have been inappropriate

to subject the family and friends involved in these traumatic events to this type of invasive
process. Since the data sources used for this study did not provide adequate data to
accurately describe the primary variable of this paper, the rest of the discussion will focus
on variables that these sources did provide.

First, the data sources are discussed in terms of their strengths and weaknesses in
regard to identifying cases of murder-suicide. Death certificates proved to be the most
thorough source used; they contained every case of murder-suicide that waq identified and
used in the analysis. The disadvantage of the death certificates was that they were a very

time-intensive source. Every suicide that occurred within 24 hours of a homicide was
considered a potential murder-suicide, and needed to be investigated. The Femicide Report
was also a very thorough source, finding 9O7o (27130) of the total cases used. Fufihermore,
the Femicide Report was a very time efficient way to locate cases as the investigator only
needed to scroll through pertinent years and pick out cases that had a reference to murder-

suicide. Newspapers revealedTTVI (23130) of the cases, making them less thorough than
both death certificates and the Femicide Report. A benefit to the newspaper articles was
that they sometimes contained useful information about cases that was not included in the
other data sources. SHRs identifie d 73Vo (2?l3O) of the cases which is the fewest of the

four sources used; the SHRs also provided only basic information about the various cases.
In summary, this researcher found the Femicide Report to be the most useful and user-

friendly tool when identifying cases of murder-suicide because it was both thorough and
time-efficient.
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This study found that murder-suicides occurred around the rate of 0-203 per
100,000 person-years which is comparable to both the recent article written by Campanelli

(0.2-0"3 per 100,000
and Gilson (0.26 per 100,000 person years), and the general literature
person-years) (ZOAZ, p

Za\.

Table 2 shows a cornparison between this paper, Campanelli

rates per
and Gilson's paper, and the general literature in regard to the murder-suicide

to both total
100,000 people-years, and the percentage that murder-suicides contribute

homicides and total suicides, respectively.
Event
Murder-suicide
Homicide
Suicide
Percent of Homicides from m-s
Percent of Suicides f rom m-s
tCampanelli and Gilson, Z0OZ,

Minnesota

New Hampshire*

General Literature

0.203
2.74

0.26
1.74

0.2-0.s

9.19
7.4
2.8
Tahle 2

1

10
11.4

1.5

3.6-5.0
1.5-3.6

14.7

2.2

other findings were consistent with themes described by Campanelli and Gilson
involved
and the literature as a whole. First, the majority of murder-suicides in Minnesota
an older white male

killing

a single

victim, almost always

a younger

white fernale. Several

a perpetrator
races were represented in this investigation, but aknost every case involved

and victim(s) of the same race; ethnicity was also usually the same (Table 3)-

ic variables
Percent of cases involving a male
rator
Percent of cases i nvolving a female
victim
of the
Mean
of the victims
Mean
that were white
Percent of
Percent of victims that were white
Percent of cases that were intraracial
Percent of cases that were intraethnic
Percent of cases involving single
perpetrator and victim
*Campanelli and Gilson, 2002

Minnesota

New Ham

ire*

General Literature

93

94

93-97

82

88

71-85

39 years
29 years

38
34 years

34-45 years
30-39 years

100

varies

93

82
97

g0
87

Tahle 3

100
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Secondly, the majority of cases involved some form of intimate partner violence (IPV) in

which the perpetrator and at least one of the victims were either currently or formerly in an
intimate relationship.
of relationsh
lntimate Partner Violence
se/Ex'conso
1 and <1
lnfantacide/Pedicide
parents, etc.)
(children
>18,
Other family
Extraf amilial (f riends . acqu aintances, strangers)
*Campanelli and Gilson, 20Oz

Minnesota

New Hampshire*

General Literature

65.79
15.7s
7.89
10.53
Table 4

69

50-75%

Thirdly, the most cortmon method of violence was

12
6
12

a

firearm. For this investigation,

handguns and shotguns were the most corffnon types of firearms used, contributing to 87Vo

of the victim gun deaths and 84To of the perpetrator gun deaths. Table 5 compares the
methods used to commit homicide and suicide in this investigation with those used in New

Hampshire.
New Hampshire*

Minnesota
Method of violence (Percentage )

Perpetrator

Firearm
Strangu lation
Sharp/blunt force
rowning
Hanging/asp

87
0
3
7

Vehicle

?.63
0

Unknown
Percent involving CO poisoning
*Campanelli and Gilson, 20fr2)

17

Victim
76.3?

Perpetrator
75

10.53

0
6
12
0
0
6

7.89
0

2.63
2.63
26

Victim
69
19

o
0
0
0
6

Table 5

In summary, this investigation showed that murder-suicide in Minnesota is fairly
uncorlmon, but it does occur at a rate similar to other locations that have been studied on
both a national and global scale. Most of the cases in Minnesota involved an older
Caucasian male perpetrator and a younger Caucasian female victim who were currently or

formerly involved in an intimate relationship; furthermore, one or more of the individuals
in the relationship was typically dealing with some type of severe stress (ernotional,
psychological, physical, financial, etc.) at the time of the event. Other characteristics that
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especially alcohol,
appeared commonly were that some level of a mood altering substance,
were almost always the
was often present in the perpetrator and/or victim(s), and tirearms

primary method of violence in these deaths'
access police
Retrospectively, it would have been beneficial to have attempted to

(i.e. restraining order),
records for information regarding firearms, previous criminal record
as

and
well as information relating to the crime scene, and interviews with relatives

the more
neighbors. Sirnply put, the more sources that are available for information,
accurate the psychological autopsy on an individual

will be'

can be
Looking at common characteristics of cases included in this paper, it
and couples
postulated that many of the couples could have benefited from individual

treatment for substance
counseling to work through difficult situations, counseling and/or

services. Also,
abuse/dependence, and access to other rnental health treatment

it

appears

for violence (against
critical to rernove firearms from individuals who may be at high risk
a rational decision
themselves or others), at least until the individual is capable of making

be decreased if a
involving the firearm. perhaps the number of firearm related deaths could

could identify
program existed where certain professionals (health, law enforcement)
to possess a firearm'
individuals who were too psychologically or emotionally unstable
(i.e. police station)
Arrangements could be made to keep the firearm at a secure location

until the individuats

are considered stable enough to reclaim their

firearm. Unfortunately,

for determining when a
the legal responsibility that would be placed upon those responsible
person is well enough to reclaim their firearm would be huge'
that
It is certainly important to identify loopholes and weak points in the systems

to firearms. For example,
are in place to prevent high risk individuals from gaining access

Murder-Suicide 66
Schumel's fnrgT-the National Instant Criminal Background Check Database Enhancement

Act of Z111-closed certain loopholes that were present in instant background checks for
firearms. The act was written and passed after Peter J. Troy,

a man

with an active

restraining order and a history of mental illness marked by violent behavior, was allowed to
purchase aA.ZZmm handgun in Mineola, NY, which he later used to

kill

Reverend

Lawrence M. Penzes and Eileen Tosner in the Our Lady of Peace Church in Lynbrook,

Ny.

The National Insrant Criminal Background Check System (NICS) only accesses

federal databases, but many records, including mental health records, are kept by the state
and

will not show up on the NICS unless the state reports the record to the FBI. In the case

of peterJ. Troy, the information was not included in the NICS. Schumer's Law makes it
mandatory for states:
to provide information to the FBI regarding any individual who is barred
from having a gun on a ground for which the states maintain the records,
specifically if the individual:
. Is under indictment or has been convicted of a crime punishable
by more than one Year;
. Is a fugitive from justice;
r Is an unlawful user or an addict of any controlled substance;
o Has been adjudicated as a mental defective or has been
committed to any mental institution;
e Is subject to a court order restraining them from domestic

.

violence;
Has been convicted of a domestic violence misdemeanor
(Join Together Online ,}WZ)

This law also bars anyone with a restraining order (i.e. parent, other) from
purchasing a gun (Join Together Online). This is one example of how laws and systems
can be improved to prevent high risk individuals from accessing a deadly weapon- By

studying violent deaths with a system like the NVDRS, it would be possible to identify
other areas for improvement. These areas could include anything from improved ways to
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of how and when
limit the access of firearms to high risk persons to a better understanding
to intervene in an unhealthy situation with medical (i.e. counseling, medication,
firearms) help' However,
hospitatization) or law enforcement (restraining order, removal of

Portability
tighter rules on the health information put forth by the Health Information
privacy Act (HIppA) could hamper or restrict the development of a violent death database'
the United States'
This investigation is only one small glimpse into violent death in
States used to collect
To date there is no standard ized data gathering system in the United

Violent Death
information about violent death in a consistent manner. The National
on a broad and
Reporting Systern (NVDRS) is a form that could potentially be used
The NVDRS is
consistent basis to collect information relating to violent death in America'
a

depending on
very thorough violent death abstract form, although it can be streamlined

the variable(s) of interest-

If this form was implemented in every

state by the police,

and the data were entered
medical examiners, hospitals, and other relevant organizations,

it would provide a
into a cofirmon databank for use by the CDC and state health agencies,
The results of these
wealth of information to analy ze onboth a state and national levelthe prevention of violent
analyses could help shape both state and national policy toward
crrme.

References 68

References

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental
disorders, Fourth Edition, Text Revision. Washington, DC: American Psychiatric
Association.
Beck, J.C. ( Lgg4). Epidemiology of Mental Disorders and Violence: Beliefs and
Research Findings . Harvard Revue of Psychiatry,2, l-6.
Buchanan, A., Reed, A., Wessely, S., Garety, P., Taylor, P., Grubin, D., & Dunn, G'
(1993). Acting on delusions: tr. The phenomenological correlates of acting on
delusions. British Journal of Psychiatry, 163, 77 -81 Card JJ. (l974). Lethality of suicidal methods and suicide risk: Two distinct concepts,
Omega,5( I ), 31 -45.

Carnpanelli, C., & Gilson, T. (2002). Murder-suicide in New Hampshire. The American
J ournal of F orens ic M e dic ine and P athtslo gy, 23 (3), 248-25 1 .
Clark, D.C., & Horton-Deutsch, S.L. (lggl).Assessment in absentia: The value of the
psychological autopsy method for studying antecedents of suicide and predicting
future suicides. In R.W. Maris, A. Berman, J.T. Maltsberger, & R.I. Yutit (Eds.),
Assessmerut and Prediction of Suicide (pp. 1aa-182). New York: The Guilford
Press.

Coid, J. (1983). The epidemiology of abnormal hornicide and murder followed by
suicide. Psychological Medicine, 13, 855-860Cooper, M., & Eaves, D.(1996). Suicide following homicide in the family. Violence and
Victims, I 1(2), 99-112.
Eronen, M., Angerneyer, M.C., Schulze, B.(1998). The psychiatric epidemiology of
violent behavior. Social Psychiatry and Psychtatric Epidemiology,3S, S 13-523-

Estroff, SE., Zimrner, C. (1994). Social networks, social support, and violence among
persons with severe, persistent mental illness, In J Monahan & HJ Steadman
(ear;, Violence and Mental Disorder (pp. 259-295). Chicago: University of
Chicago Press.

Gottlieb, p., Gabrielsen G., Kramp, P. (1987). Psychotic homicides in Copenhagen from
19 59 to 1 983. Acta P sychiatrica s candinAvica, 7 6, 285 -?92.
Hanzlich, R., & Koponen, M. ( 1994). Murder-suicide in Fulton County, Georgia, 1988lg91: Comparsin with a recent report and proposed typology. The American
Journal of Forensic Medicine and Pathology,l5(2), 168-173.

References 69
Marttunen' M'J"
Heil;f, H., Isometsd, E.T., Henriksson, M'M., Heikkinen, M'E',
psychological
L6nnqvisr, J.K. {Lggl). Suicide and schizophrenia: A nationwide
suicide
of
92
autopsy study on age- and sex-specific clinical characteristics
1235victims with schizophrenia. The American Journat of Psychiatry,154(9),
1242.
assessment: An overview
Jacobs, D.G., Brewer M., & Klein-Benheirn. (1999). Suicide
Medical School
and recommended protocol. In D.J. Jacobs (Ed.), The Harvard
Josseyto Suicide Assess ment and Intervention (pp. 3-39). San Francisco:

Guide
Bass Fublishers.

In D-J. Jacobs (Ed"),The
Jamison, K.R. (1gg9). Suicide and manic-depressive illness.
(pp.25lHarvard Medicat School guide to suicide assessment and intervention
269).SanFrancisco:Jossey-BassPublishers.
new gun legislation to
Join Together online . (IOOL,April 10). schumer (Ny) announces
2002, from
close background chectrloopholes. Retrieved September 09,

http://wwwjointogether .oiglgvtnews/alerts/prinU0,2060,550018,00'html
for gun safety on the
Join Together online . (zool/,May 23). Statemenr of Americans
McCarthy-Dingell Bill. Retrieved September 09, 2002, from
http://wwwjointogether.org/gv/news/alerts/prinU0,2060,551296,00'html
a content analysis of psychotic
Junginger, J. (1996). psychosis and violence: The case for
experie nce, Schizophrenia Bulletin, 72(1 ), 9 1- 103.

psychiatry: Behavioral science and clinical essentials'
Kay, J., & Tasman, A. (2000).
Philadelphia: W.B' Saunders Company'

in delusional (paranoid)
Kennedy, H., Kemp, L., & Dyer, D.(1ggl).Fear and anger
488disorder: The associaiion with violence . British Journal of Psychiatry,160,
492.
and illegal behavior of current and
Sociological
former mental patients compared to community controls . American

Link,8., cullen, F., & Andrews, H. (1gg2). violent
Review, 57 ,272-292-

(lgg4). psychotic symptoms and the violent/illegal behavior of
& H'J'
mental patients compared to community controls. h, J. Monahan,
assessment
Steadm; (Eds.), Viilence and mental disorder: Development in risk

Link,8.G., &

Stueve, B.

(pp137-15g). Chicago and London: The University of Chicago Press.

In s.J. Blumenthal
Mackenzie, T.8., popkin, M.K. (1gg0). Medical illness and suicide.
and
& D.J. Kupfer (Eds.), Suicide over the life cycle: Riskfactors, assessment,
treatmentLf suictdal patienrs (pp. 205-232). Washington D'C': American
Psychiatric Press.

References 70

Malphurs, J., & Cohen, D. (2002). A newspaper surveillance study of homicide-suicide in
the United States. The American Journal of Forensic Medicine and Pathology,
23(2), 142-148.
Marzuk, p.M., Tardiff, K., & Hirsch, C.S. (1992). The epidemiology of murder-suicide.
The Journal of the American Medical Association,26T(23),3179-3183.
Maltsberger, J.T. (1999). The psychodynamic understanding of suicide. In D.J. Jacobs
(Ed.), The Harvard Medical School guide to suicide assessment and intervention
(pp. 7 2-52). San Francisco: Jossey-B ass PublishersMinnesota Coalition for Battered Women Femicide Reports" (n.d.). Retrieved May 28,
2003, from httP://www-mcbw. org/
Monahan, J, & Steadman, H. (1983). Crime and mental disorder: An epidemiological
approach. In M. Tonry & N. Morris (Eds.), Crime and iustice: An annual review
of researclz, (Vol. 4,pp. 145-189). Chicago: University of Chicago PressMonahan, J,, Steadman, H.J., Silver, E., Appelbaum, P.S', Robbins, P.C-, Mulvey, E'P',
er al. (2001). Rethinking risk assessment: The Macarthur study of mental disorder
and violence. Oxford: Oxford University Press'

Mofcicki, E.K. (1999). Epidemiology of Suicide. In D.J. Jacobs (Ed.), The Hantard
Medical School guide to suicide assessment and intervention (pp.40-51). San
Francisco: Jossey-Bass Publishers.

National Violent Injury Statistics System abstraction form. (n.d.). Retrieved May 28,
2003, from
http:/lwww.hsph.harvard.eduftricrc/nviss/documents/abstractionForms.pdf
Nestor, G., Haycock, J., Doiron, S., Kelly, J., & Kelly, D. (1995). Lethal iiolence and
psychosis: a clinical protile. The Buttetin of the American Academy of Psychiatry
and the law. 23{3), 33 1-34 1 Nock, M.K., & Marzuk, P.M. (1999). Murder-suicide. In D.J. Jacobs (Ed.), The Harvard
Medical School guide to suicide assessment and intervention {pp. 188-209). San
Francisco: Jossey-Bass PublishersRosenbaum, M-L. (1990). The role of depression in couples involved in murder-suicide
and homicide. The American Journal of Psychiatry, 147,1036-1039.

Roy, A. (1982). Risk factors for suicide in psychiatric patients. Archives of General
P sychiatry , 39 , 1 089- I 095 .

References 11

A'L'
Sloan, J.H., Rivara, F.P., Reay, D.T., Ferris, J.A.J., Path, M.R'C', Kellermann,
(1990). Firearm regulitions and rates of suicide. The New England Journal of
M edicine, 322(6), 369 -31 3 .
Steadman, H.J., Mulvey, E.P., Monahan, J-, Robbins, P'C', Appelbaum, P'S', Grisso,
er al. (lg9g). Violence by people discharged from acute psychiatric inpatient
facilities and by others in the sarne neighborhood. Archives of General

T',

Psychiatry, 55, l-9-

& L6nnqvist, J. (1995). Suicide attempts in which alcohol is involved:
special g.orp in general hospital emergency rooms. Acta Psychiatrica

Suokas, J.,

a

Scandtnavtca - 9 l, 36-40.
and
swanson, J.W., Holzer III, C.E., Ganju, v.K., & Jono, R.T. (1990)- violence
psychiatric disorder in the community: Evidence from the epidemiologic
catchment area surveys. Hospital and Community Psychiatry,4l(7), 761-770-

In D-JTsuang, M.T., Fleming, J.A., & Simpson, J.C. (1999). Suicide and schizophrenia'
and
Jacobs (Ed.), ih" Ho*ard Medical School guide to sutcide assessment
inte rv ention (pp. 287 -299). S an Francisco : Jossey-B ass Publishers.
(Ed.),
Weiss, R.D., & Hufford, M.R. (1999). Substance abuse and suicide. In D.J- Jacobs
(ppThe Harvard Medical School guide to suicide assessment and intervention
300-3 10). san Francisco: Jossey-Bass Publishers.

A

Appendix
l-l4ttr

MINNESOTA VIOLBNT DEATH REPORTING SYSTEM
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assisted suicide)

tr
CAUSE OF DEATH
(E-Code) ICD- l0:
L99.99 (uk or missing)

Name:

MANNER OF DEATH

DATA SOURCE (County'City)
tr ME / Coroner

PERSON TYPE
Victim (assume for

B

Death Certificate

tr

Police Department

o
o
tr
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SHR

o
o
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o
O

_-----

Crime Lah

Home Address:

State:_

County:-tr Employed
u Unemployed

oNo
tr NA (age or gender inaPP.)
tr Unknown

8849.2 Mine and QuarrY
E849.3 Industrial Place and
Premises

8849.4 Place for Recreation

I

N/A
Other:

Occupation:
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O
tr
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B

No schooling
grade
Some high school
High school graduate or GED
1st-3th

tr
tr
E
tr

E849.5
E849.6
E849.7
E849.8

tr

E849.9 Place Unspecified

Street and HighwaY

Public Building
Residential Institution
Other Specified Place

I

{
{

{
t

I

Injury

{

{
L

t
h

l\
I

{
t)
Il{

l{

Injury Time:

Date:

Place of Death;
tr Hospital (inpatient)

tr

Hospital (ED/
outpatient)

tr Hospital(unspecified)
B DOA at ED
tr Dead at Scene
O Unknown
O Other:Number of Bullets that hit

Yictim:

O

Multiple, unspecified

trNA
tr Unknown

Number of Wounds:

tr

Multiple, unspecified

O

Unknown

trNA

Operations of wa.r

Unknown

Marital Status:
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/

tr
D
tr
tr
tr
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White
Black, African Am.
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Am. Indian I Alaska Native
Asian

Single

Married
Divorced
Separated

Widowed
Unknown

Some college

2year college degree
4 year college degree
Postgraduate

Unknown

Address:State:

City:

County:

Zip Code:

Incident was at this person's:
tr Home

tr
B
B

Work

N/A
Unknown

pm

-:-

-t-l-

)

-

Legal intervention

SSN:

tr
tr

and Sport

I

related
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tr
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Incident

Incident Location Type
tr E849.0 Home
tr E849.1 Farm

tr
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D
D
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Interpersonalviolence-

Native Hawaiian / other
Pacific Islander
tr Unknown
Place of Employment:

Education:

Was individual pregnant?
tr Yes

I

Retired

Homemaker

tr

tr Non- Hispanic

Q Hispanic

Zip Code:
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tr

Suicide / Intentional selfharm

tr
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tr
tr
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Ethnicity;

City

INCIDENT TYPE

tr

Race (check all that apply):

Gender:

Age

ID

(Middle)

tr Male
tr Female

I

Suicide
Assisted Suicide
Pending
Undetermined

(tIrst)

Date of Birth:

O
tr

Homicide

Femicide Report

(l-ast)

I r-rEcllt I

Case Number

Person

tr
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Wounding (check all that apply):

O
tr
tr
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B
O
tr
tr

Head (not face or neck)
Neck

Abdomen, pelvis, genitals, Iower back
Lower Extremities (feet, hips, legs)
Face (mouth, nose, eyes, ears)
Thorax, chest, upperback
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Circumstances
O Single Victim - Single Perpetrator
tr Single Victim - Multiple Perpetrators
tr Single Victim - Unknown Perpetrator(s)
tr Single Perpetrator - Multiple Victims
tr Single Perpetrator * Unknown Perpetrator(s)

Toxicology (O-tested negative, l-tested positive, 3-not
tested, 9-unknown)

_Alcohol

(if positive, BAC

.-

_-Marijuana

-Cocaine
Amphetamine
Antidepressant

-Opiate (if positive,
-Other
Specimen

Date

Specimen

Time

J-l-

-:-_am/Pm
Autopsy performed?

O Yes
trNo
O Unknown

)
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of the relationshiP. The victim is
Use the following sentence to select the appropriate descriPtion

the

of the susPect'

for each

to two

Abuse

Caretaker

I

S

Case N
li

Case Number

F{

Relationship

t)

I-

7

r Ir{
1L)
\l{
i r)

El t-,.

1)a
J<
E]

Er{

Dti

;u
-tn
I
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Spouse (legal)
Separated (legal) spouse

23 - Divorced (legal)-Spouse
4 - Unmarried, oPPosite sex Partner
5 - Former, unmarried opposite sex partner
6 - Girlfriend I Boyfriend (current)
7 - Ex-girlfriend / boYfriend
8 - Parent
9 - Chitd

l7 - Child of susPect's boYfriend /
girlfriend
l8 - Boyfriend/girlfriend of suspect's
l9
20
21
22

GrandParent

- Other familY member
- Child being babYsat
- Acquaintance
- Friend
Ongoing Abuse

Caretaker

J

Is this suspect the caretaker of this victim? (foster parent, nurs
Home attendant?)

O-No
1-Yes

c.^
J )''
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;Er
rl{
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.H

O
B
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7t{
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{
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Z
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)
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a

D
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U

8-NA
9-Unknown

Homicide sparked bY another
crime

El
tr
tr

tr
tr
fl
tr
tr
B
tr
tr

- Roommate
- Schoolmate
- Current or former working relationship
- Rival gang member
- Other Person, known to victim

28 - Stranger
29 - Victim was injured bY Police
30 - Victim was Police, on dutY
3l - First code sufficiently describes this relationship
99 - Unknown

parent

- Sibling
11- Grandchild
-

23
24
25
26
27

[n Law

l6 - Parent's significant other

10

12

-

l4 - Stepparent
l5 - Stepchild

No
Yes, crime in Progress
Yes, revenge over Previous

crime
Yes, other or unsPecified
Unknown

Is there evidence of ongoing abuse by this suspect against this

victim?

0-No
I -Yes

Justifiahle homicide (self

If sparked by other crime,

defense, legal intervention)

nafure of other crime

tr
tr
o
tr
El
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tr
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I
tr
tr
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Drug Trade
Robbery
BurglarY

tr

Unknown

8-NA
9-Unknown

trNo
tl Yes, by civilian
tr
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LarcenY

Motor Vehicle theft

acting in

defense of self/other
Yes, by Police on dutY

Unknown

Arson

Victim Armed

Rape, sexual offense

aNo
tr Yes, firearm
O Yes, knife
tr Yes, other weapon
tr Unknown

Prostitution
Gambling
Assault, homicide
Witness intimidation
Other,

sPecify-

Argument over moneY / ProPertY
JealousY (lover's triangle)
Other argument / interpersonal conflict
Drive-bY
Sniper attack or random violence
Bystander
Victim was police officer injured on duty
Intervener (not police) assisting crime victim
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Hate Crime
School-related

o

Terrorist attack
Legal execution
Other (specifY
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Drug-Related

trNo
tr Yes
tr Unknown

Intimate Partner
Violence Related
E] No

U
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ICS

Unknown

Gang-Related

trNo
tr Yes
a Unknown

Mercy Killing
Brawl (mutual phYsical fight)
Mentally ill susPect
)
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Passenger Car

SUV

Truck
Truck (3+ axles)
Morotcycle
Bicycle

u
tr

Snowmobile
Watercraft
Other

Type of Firearm:
FI

A

fr

z

fl

D
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o
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l+{

D

Pedestrian

tr
tr

Bicyclist

Use of

Firearm at Time of

Single Car Impact with

Fixed Object:

tr Yes
ANo

Indicate Object:

tr
tr
tr
tr

Caliber/Gauge:

Age of Person Handling

Blunt

Describe

Activity at Time in InjurY:

D

Sharp

tr
tr

Unknown
Other

tr
D

Name of Substance(s):

Alcohol
Food
Prescription
Medication

tr
tr Other:-

Hunting / Recreation
Legal Intervention
Domestic Violence
Criminal / Assault

Carbon Monoxide
Over-the-counter
Medication
lllegal Drugs

o

l*r
F.t

E]
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tr

a

z

-Z
eo
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zfrA
>rd
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PIace:
tr Pond/Lake/River
B Drainage Ditch

O Well
n Pool
tr Bath Tub
tr Other:-

Activity of person starting
fire

d

z

!! -.

"ai

io
fr

tr

tr
tr

Smoking
Cooking
Playing
Arson
Unknown

D

N/A

D

u

Activity at Time:

Able to Swim:

o

Working
Boating
Swimming / Playing

tr

Yes

D

tr

No
Unknown

B

Bathing

tr

tlthor'

Other

D

Driving

.{
-z
I

Iro

tr
tr Pushed
tr Food. Drink
tr Structure gave way
tr Medical Condition
El Other:-

Source:
tr Cigs./Matches
tr Appliance
tr Faulty Wiring
D Explosives

X

a
I

tr
tr
tr

z

D

Object on fire:
B Vehicle
tr Clothing

tr Home
tr Other:-

tr Gas Explosion
tr Unknown
tr Other:n

Bridge

D
O
tr
tr
tr

Standing height

D

Stairs

Window
Roof

tr
tr

Furniture

Fall from:

D

Li gature strangulati on

tr

Trapped/confined space

Hands

tr

Food / Drink

Functional smoke detector:
L}

Yes

o
o
u
tr

No
Unknown

NA

Surface Conditions:

Other

Height of fall:

Ladder
Natural elevation

Bedding

Suffocated byl

tr

tr

tr
Reason for fall:
Tripped/slipped

Firearm:_..---...-

Available, but not used
In Use
Not Available
Unknown

Flotation Device:

tr
tl
tr
tr
tl

O Roll-Over
O Other:_

Self-Defense

tr

tr
tr
E
tr

14

Playing
Self-Inflicted
Unknown

Incident:

tr
D
n
tr

D

E

Front Passenger
Back l,eft
Back Right

Make/Model/Year:

tr Handgun
tr Rifle
tr Shotgun
tr Unknown
tr Other:-

Poisoned By:

z
zz

Position of Decedent prior to
death:
tr Driver Seat

A

Crash Type:
O Head On
tr Angle
O Rear End
tr Sideswipe
tr Broadside

Circumstances:

O
O
tr

Covered by object

Swallowing
Self-Inflicted

U Strangled by other
tr Playing
B Other:-

TT

fr
F]

tr
O

l+{
l{

z

t-'i
n

D

tr
tl

Crushing of any kind
Exposure to the
elements

SIDS
Farm Equipment

tr
D
tr
tr
tr

Electrocution
Manufacturing Equip.

Air Craft
Abuse / Neglect
Animal Bite

B
B

Non-Powder gun (BB
gun, pellet gun)
Personal Weapon (fist,

tool

tr

Shaking (SBS / AHT)

D

Biological Weapons

tr

Casing Recovered

Recovered'Typ"'-

Bultet

Model-

{
(

Serial

4
T

1-No
2-Yes

7
-{

4
I
41

a

If known ,write out gauge.
Otherwise:
888 - NiA (not a shotgun)
999 - Unknown

-t
q

Length
Express

in

inches

W##

99,99 - Unknown

lete for

+

iq
I

n
n

234 - Handgun, pistol-derringer
5 - Handgun, Pistol-single shot
6 - Handgun, Piston- semi-auto
7 - Handgun, revolver
I - Rifle, unknown tYPe
9 - Rifle, automatic
t0 - Rifle, bolt action
I I - Rifle, lever action
l2 - Rifle, pump action
13 - Rif-le, semi-automatic

ShooterOwner of
6
trlrearm
Firearm Locked8

Source of FirearmT

Owner of

ti
-{

)
)x

o*";f

a
q

2-Parent/guardian

El

.{
r.l

|r

t)

tI

J
11

-

-

I00l -

undet. if .38 or.357
Sm. undet (<='32l8mm)

1002 - Med. Undet (>.32/8,
<.40i lOmm)
1003 - Lg. Undet (>.40/l0mm)
6666 - Other
8888 - N/A (shotgun/unknown
tyPe)

9999 - Unknown

kill self or other-

Shooter-

Firearmu_-=-----

Firearm Lockecls

Firearm ID#
Source of

1

Firearm'.---

Stored Loaded

e

IO

Narrative.

Narrative

1

1000

Authorized Accesslo

Authorized
Access

n to

who used
Person ID of

9

Otherwise:

99 - Unknorvn

Firearm ID# I

Stored Loaded

If known, write out caliber.

shotgun combo

16 - Shotgun, unknown tYPe
17 - Shotgun, automatic
l8 - Shotgun, bolt action
19 - Shotgun, double barrel
20 - Shotgun, PumP action
2l - Shotgun, semi-automatic
22 - Shotgun, single shot
23 -Longgun, unknown tYPe
24 - Other (handmade)

for

El

J
J

R".or*r*JL--

-=Caliberastolen'---

- Rifle, single-shot

l5 - Rifle,

Submachine Gun
Handgun, unknown tYPe
Handgun, Pistol-bolt action

below the minirnum

Person ID of
El

5

Barrel
Serial #
14

1

9 - Unknown

tt

7

Codes

Evidence Recovered / Stolen

f'l

A

Type TextMake T
Model Text

Gaugel--.-

Calibera------..Stolenl-

Gauge3.--CartridgeBarrel t engths.--.--

Casing

Bullet Recovered'-2
rype ---..--

Type TextMake TextModel Text

M

7

Firearm ID# 2
Gun Recoveredl-

Person

Firearm tD# 1
Gun Recovered
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Self

- Other familY member
4 - Friend / acquaintance
5 - Stranger
66 - Other (specifY in
3

narrative)

99 - Unknown

-soora*'
1 - Gun Store

- Other stor€ (sPorting goods)
3 - Pawn ShoP
4 - Mail order / e-mail
5 - Gun Show
6 - Street purchase
lz-ru*ilymember
66 - Other (sPecifY in narrative)
2

88

(If owner is not self)
Firearm Locked8
0

-

Not locked

1

-Locked

6

-

Other (specifY in narrative)

8_N/A

Stored
0 - Not loaded

I-

6

Loaded

-

Other (specify in narrative)

-

Unknown

8_N/A
9

9 - Unknown

Youthts Accesslo
0 *Unauthorized
1

- N/A

6

99 - Unknown

- Authorized
- Other (specifY in narrative)

4
q

8_N/A

t1

9 - Unknown
Name of person rePorting:

Date of RePort:
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Appendix B: DSM-IV Axis I Criteria

Major Depressive Disorder
Characterized by one or more Major Depressive Episodes (i.e., at last 2 weeks of
depressed mood or loss of interest accompanied by at least four additional symptoms of
depression) (APA, p. 345).

Criteria for Major Depressive Episode

A.

Five (or more) of the following symptoms have been present for the same 2-week
period and represent a change from previous functioning; at least one of the
symptoms is either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly due to a general medical condition, or
mood-incongruent delusion or hallucinations'
every day, as indicated by either
subjective report (e.g., feels sad or empty) or observation made by others (e.g-,
appears tearful).
Note: in children and adolescents, can be irritable mood.

(l) depressed mood most of the day, nearly

(Z) markedly diminished interest or pleasure in all, or almost all, activities most of
the clay, nearly every day (as indicated by either subjective accottnt or ob.servation
made by others).

(3) significant weight loss when not dieting or weight gain (e.9., a change of more
than 5To ofbody weight in a month), or decreased or increase in appetite nearly
every day.
Note: in children, consider failure to make expected weight gains.
(4) insomnia or hypersomnia nearly every day.
(5) psychomotor agitation or retardation nearly every day (observable by others,
not merely subjective feelings of restlessness or being slowed down).

(6) fatigue or loss of energy nearly every day.
(7) feetings of worthlessness or excessive or inappropriate guilt (which may be
delusional) nearly every day (not merely self-reproach or guilt about being sick).

(8) diminished ability to think or concentrate, or indecisiveness, nearly every day
(either by subjective account or as observed by others).
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(9) recurrent thoughts of death (not just fear of dying), reculrent suicidal ideation
committing
without a specifi. plun, or a suicide attempl ot a specific plan for
suicide.

B. The syrnptoms do not meet criteria for a Mixed Episode"

C. The symptoms

cause clinicalty significant distress or impairment in social,

D. The symptoms
drug of abuse,

(e.g', a
are not due to the direct physiological effects of a substance
(e.g., hypothyroidism)'
a medication) or a general medical condition

E. The symptoms

of a
are nor better accounted for by Bereavement, i-e., after the loss

occupatitnal, or other important areas of functioning-

by
loved one, the symptoms persist for longer than 2 months or are characterized
worthlessness, suicidal
marked functional impairment, morbid preoccupation with
(APA, p' 356)'
ideation, psychotic symptoms, or psychomotor retardation
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Bipolar I Disorder
Characte nzedby one or more Manic or Mixed Episodes, usually accompanied by Major
Depressive Episodes (APA, P. 345).

Bipolar II Disorder
Characterized by one or more Major Depressive Episodes accompanied by at least one
Hypomanic Episode (APA, P. 345)-

Criteria for Manic EPisode
elevated, expansive, or irritable
week (or any duration if hospitalization is necessary).

A. A distinct perioid of abnormally and persistently
mood, lasting at least

I

the period of rnood disturbarrce, three (or more) of the following symptoms
have persisted (four if the mood is only irritable) and have been present to a
significant degree:

B. During

(1) inflated self-esteem or grandiosity
(2) decreased need for sleep (e.g., feels rested afler only 3 hours of sleep)
(3) more talkative than usual or pressure to keep talking
(4) flight of ideas or subjective experience that thoughts are racing
(5) distractibility (i.e., attention too easily drawn to unimportant or irrelevant
external stimuli)
increase in goal-directed activity (either socially, at work or school, or
sexually) or psychomotor agitation.
(l) excessive involvement in pleasurable activities that have a high potential for
painful consequences (e.g., engaging in unrestrained buying sprees, sexual
indiscretions, or foolish business investments).

(6)

C. The symptoms

D.

do not meet criteria for a Mixed Episode.

The mood disturbance is sufficiently seyere to cause marked impairment in
occupational functioning or in usual social activities or relationships with others, or to
necessitate hospitalization to prevent harm to self or others, or there are psychotic
features,
are not due to the direct psychological effects of a substance (e.g-, a
abuse, a medication, or other treatment) or a general medical condition (e.9.,

E. The symptoms

drug of
hyperthyroidism).

Note: Manic-like

episodes that are clearly caused by somatic antidepressant

treatment (e.g., medication, electroconvulsive therapy, light therapy) should not
count toward a diagnosis of Bipolar I disorder (APA, p.362)-

Appendix

B 79

Criteria for Mixed EPisode

A.

Episode
The criteria are met both for a Manic Episode and for a Major Depressive
(except for duration) nearly every day during at least a I -week period'

B.

in
The mood disturbance is sufficiently severe to cause marked impairment
with others, or to
occupational functioning or in usual social activities or relationships
psychotic
are
or there
necessitate hospitalization to prevent harm to self or others,
features.
(e.g., a
are not due to the direct psychological effects of a substance
(e'g',
condition
medical
drug of abuse, a medication, or other treatment) or a general

C. The symptoms

hyperthyroidism)-

Note: Mixed-like

episodes that are clearly caused by somatic antidepressant

should not
treatment (e.g., medication, electroconvulsive therapy, light therapy)
count toward a diagnosis of Bipolar I disorder (APA, p' 365)'

Criteria for HYPomanic EPisode
elevated, expansive, or irritable mood, lasting
mood
throughout a least 4 days, that is clearly different from the usual nondepressed

A. A distinct period of persistently

B. During the period of mood disturbance, lhree (or more) of the following symptoms
present to a
have persisied (four if the mood is only irritable) and have been
significant degree:

(1) inflated self-esteem or grandiosity
(Z) decreased need for sleep (e.g., feels rested after only 3 hours of sleep)
(3) more talkative than usual or pressure to keep talking
(4) flight of ideas or subjective experience that thoughts are racing
(5) diiractibility (i.e., aitention too easily drawn to unimportant or irrelevant
external stimuli)
(6) increase in goal-directed activity (either socially, at work or school, or
sexually) or psychomotor agitation'
(7) excessive involvement in pleasurable activities that have a high potential for
painful consequences (e,g., engaging in unrestrained buying sprees, sexual
indiscretions, or foolish business investments).
that is
episode is associated with an unequivocal change in functioning
uncharacteristic of the person when not symptomatic.

C. The

D.

by others'
The disturbance in mood and the change in functioning are observable
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E. The episode is not severe enough to cause marked impairment in social or

occupational functioning, or to necessitate hospitalization, and there are no psychotic
features.
are not due to the direct psychological effects of a substance (e.9., a
abuse, a medication, or other treatment) or a general medical condition (e.g.,

F. The symptorns

drog of
hyperthyroidism).

Note: Hypomanic-like

episodes that are clearly caused by somatic antidepressant

treatment (e.g., medication, electroconvulsive therapy, light therapy) should not
count toward a diagnosis of Bipolar II disorder (APA. p- 368)-

o
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Schizophrenia

I month of active-phase
A disorder that lasts for at least 6 months ancl includes at least
hallucinations, disorganized
symptoms (i.e., two [or more] of the following: delusions.,
Subtypes
,p**"t , grossly disoigan izedor catatonic behavior, negative symptoms)'
Undifferentiated Type' and
include Paranoid fypl*, Disorganized Type, Catatonic Type,
Residual Typ".
Diagnostic criteria for Schizophrenia

for a
symptoms: Two (or more) of the following, each present
(or less if successfully
significant portitn of the time during a 1-month period

A. characteristic
treated):

1) delusions
(Z) hallucinations
(

(3) disorgan rzedspeech (e.g., trequent derailment or incoherence)
(4)grosslydisorganizedorcatatonicbehavior
(5) negative symptoms, i.e., affective flattening, alogia, or avolition

A symptom is required if delusions are bizarre or
on the
hallucinations consist of a voiie keeping up a running commentary
each other'
with
person,s behavior or thoughts, or two oi rrror* voices conversing

Note: only

one Criterion

since the onset of
as work, interpersonal
the disturbance, one or more major areas of functioning such
to the onset (or
prior
relations, or self-care are mark*oty below the level achieved
achieve expected level of
when the onset is in child hood or adolescence, failure to
interpersonal, academic, or occupational achievement)'

B. Socialloccupatton dysfunctiort; For a significant portion of the time

6 months' This 6C. Duration: Continuous signs of the disturbance persist for at least
(or
less if successfully
month period must include at least 1 month of symptoms

and may include periods
treated) that meet criterion A (i.e., active-phase symptoms)
or residual periods, the
of podromal or residual symptoms" During these prodromal
symptoms or two or more
signs of disturbance may be manifested by only negative
form (e.g-, odd beliefs,
symptoms listed in Criterion A present in an attenuated
unusual perceptual experiences)'

D.

Disorder and Mood
Schizoaffective and Mood Disorder exclusion; schizoaffective
either (1) no Major
Disorder s/ith psychotic Features have been ruled out because
with active-phase
Depressive, Manit, or Mixed Episodes have occurred conculrently
the active-phase symptoms,
symptoms; or (z) if mood episodes hale occurred during
the active and residual
their total duration has been brief relative to the duration of
periods.
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E. Substancelgeneral medical condition exclusion: The disturbance is not due to the

direct psychological effects of a substance (e.g., a drug of abuse, a medication) or a
general medical condition.

F. Relationship to a Pervasive Development Disorder: If there is a history of Autisitc

Disorder or another Pervasive Development Disorder, the additional diagnosis of
Schizophrenia is made only if prominent delusions or hallucinations are also present
for at least a month (or less if successfully treated) (APA, p.312).

Diagnostic criteria for Paranoid Type

A type of Schizophrenia in which the following criteria are met:

A.

preoccupation with one or more delusions or frequent auditory hallucination.

None of the following is prominent: disorgantzed speech, disorgantzedor
catatonic behavior, or flat or inappropriate affect (APA, p. 314).

B.

Diagnostic criteria for Disorganized Type

A type of Schizophrenia in which the following criteria are met:

A. Alt of the following

are prominent:

(1) disorgan\zedsPeech
(2) disorganized behavior
(3) flat or inapproPriate affect

B.

The criteria are not met for Catatonic Type (APA, p. 315).

Diagnostic criteria for Catatonic Type

A type of Schizophrenia in which the clinical picture is dominated by at least two of the
following:

(l)

motoric immobility as evidenced by catalepsy (including waxy flexibility) or stupor
(Z) excessive motor activity (that is apparently purposeless and not influenced by
external stimuli)
(3) extreme negativism (an apparently motiveless resistance to all instructions or
maintenance of a rigid posture against attempts to be moved) or mutism.
(4) peculiarities of voluntary movement as evidenced by posturing (voluntary
assumption of inappropriate or bizarre postures), stereotyped movements, prominent
mannerisms, or prominent grimacing
(5) echolalia or echopraxia (APA, p. 316).
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Diagnostic criteria for Undifferentiated Type

A are present, but the
A type of Schizophrenia in which symptoms that meet Criterion
Type (APA, p' 316)'
criteria are not met for the Paranoid, Disorganrzed, or Catatonic
Diagnostic criteria for Residual Type

A type of Schizophrenia in which the following criteria are met:

A.

speech, and grossly
Absence of prominent delusions, hallucinations, disorganized
disorgan ized or catatonic behavior'

present of
is continuing evidence of the disturbance, as indicated by the
A for
negative symptoms or two or more symptoms listed in Criterion
Schizophrlnii, present in an attenuaterl from (e.g-, odd beliefs, unusual
perceptional experiences) (APA, p' 3L7)'

B. There
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Criteria for Suhstance Dependence
A maladaptive pattern of substance use, leading to clinically significant impairment of
distress, as manifested by three (or more) of the following occurring at any time in the
same lZ-month period:

(1) tolerance,
(a)

as defined by either

of the following:

for markedly increase amounts of the substance to achieve intoxication
or desired effect.
a need

(b) markedly diminished effect with continued

use of the same amount of the

substance.

tZ) withdrawal,

(a)

as manifested

by either if the following:

the characteristic withdrawal syndrome for the substance (refer to Criteria
and B of the criteria sets for Withdrawal fro specific substances)

(b) the same (or closely related)

A

substance is taken to relieve or avoid withdrawal

symptoms

(3) the substance is often taken in larger

amounts or over a longer period than was

intended

(4) there is a persistent desire or Llnsuccessful efforts to cut down or control

substance

use

(5)

in activites necessary to obtain the substance (e-g-,
visiting multiple doctors or driving long distance), use the substance (e.g., chain
smoking), or recover from its eff'ects.
a great deal of time is spent

(6) important social, occupational, or recreational activities

are given up or reduced

because of substance abuse.

(7)

the substance use is continued despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or exacerbated
ty the substance (e.g., current cocaine use despite cognition of cocaine-induced
depression, or continued drinking despite recognition that an ulcer was made worse

by alcohol consumption)
Spectfy rf:

With Physiological Dependence: evidence of tolerance or withdrawal
(i.e., either item 1 or 2 is present)
Without Physiological Dependence: no evidence of tolerance or withdrawal
(i.e., neither item I nor 2 is present) (APA,pp. 197-198).
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Criteria for Substance Abuse
pattern of substance use leading to clinically significant impairrnent or
within a 12distress, u, *urrif*sted by one (or more) of the following, occurring
month period:

A. A maladaptive

(l)

at
recurrent substance use resulting in a failure to fulfill major role obligations
work, school, or home (e.g., repiated absences or poor work perfomence related
from
to substance abuse; substince-ielated absences, suspensions, or expulsions
school, neglect of children or household)
(e-g.,
substance use in situations in which it is physically hazardous
use)
driving an automobile or operating a machine when impaired by substance

(Z) recurrent

(3) recurrent substance-related legal problems (e.g., arrests for substance-related
disorderlY conduct)
substance use despite having a persistent or recurrent social or
(e-g-,
interpersonal problems caused or exacerbated by the effects of the substance
physical fights)
argurnents with spouse about consequences of intoxication,

(4) continued

B. The symptoms

have never met the criteria for Strbstance Dependence for this class

of

substance. (APA, P- 199)-

Criteria for Substance Intoxication

A.

to recent ingestion
The development of a reversible substance-specific syndrome due
similar or
produce
rnay
of (or **poi,rr* to) a substance. Note: Different substances
identical sYndromes.
to
significant rnaladaptive behavior or psychological changrcs that are due
(e.g-, belligerence, mood
the effect of the substanc" on the central nervous system
lability, cognitive impairment, impaired judgment, impaired social or occupational
functioning) and develop during or shortly after use of the substance-

B. Clinicalty

C, The symptoms

are not due to a general medical condition and are not better accounted

for by another mental disorder (APA, p' 201)'
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Appendix C: Marzuk, Tardiff, and Hirsch (MTH) Typology for Murder-Suicide

Type of RelationshiP

I. Spousal or Consortial
Perpetrator
1. Spouse
2. Consort
Type of Homicide
i. Uxoncidal (spouse-killing)
ii. Consortial (murder of lover)

II. Familial
Perpetrator
l. Mother
2. Father
3. Child (under 16 Years)
4. Other adult family member (over 16 years old)
Typ* of Homicide
i. Neonaticide (child <24 hours)
ii. Infanticide (child > 1 day, < 1 year)
iii. Pedicide (child I through 16 years)
iv. Adult family member (> l6 years)

III. Extrafamilial
Class

A. Amorous jealousy
B, "Mercy killing" (because of the declining health of victim or offender)
C. "Altruistic or extended suicides" (includes salvation fantasies or rescue and escape
problems).
D. Family financial or social stressors
E. Retaliation
F. Other
G. Unspecified
And example for this typology could be as follows: a man comes home to find his wife
and her lover in bed. He shoots his wife and lover before turning the gun on hirnself.
The MTH code for this would be I(l)i, ii-A,E.
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Dr. Marzuk
Department of PsYchiatry
Cornell University Medical College
1300 York Ave.
New York, NY 10021
Dear Dr. Marzuk

My name is Aaron pitman and I am a graduate in Physician Assistant Studies
Augsburg College in Minneapolis, MN.

at

In order to meet graduation requirements I must submit a thesis that is related to
medicine or public health. I am working with the Minnesota Departrnent of Health to
write u pup*i dealing with demographic and contextual factors in regard to murder"The
suicide in Minnesoti over the past several years. The title of the paper is
prevalence of Axis I Mental Disorders in Perpetrators of Murder-Suicide in Minnesota
look
over the past Three Years"; however, as stated previously, the paper will attempt to
at more than just mental disorders'
The purpose of this letter is to ask your permission to reprint youl typology from
the article that you and your colleagues published, entitled "The Epidemiology of
Murder-Suicide," I plan to use your typology to classify the various mttrder-suicides in
Minnesota and believe that it would benefit readers to have the example from your article
in an appendix to which they can refer. I hope to submit the first part of my paper for
revie,rby the end of February, so a reply by that time would be much appreciated'

My address is: Aaron Pitman
2700w. 44tr st. #210
MinneaPolis, MN 55410

I appreciate your time and look forward to hearing from you.
Sincerely,

Aaron Pitman
Physician Assistant Student
Augsburg College
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CORNELL
UNIVERSITY
Joan and Sanlord I. Weill
Medical College

Peterlvl MarzuhM.D.
Axociate Darn fw

Cuniaiar Affairs

1300YorkAvenue
New York,l'JY 10021
TeL 212 74#1203 Fax: 212 74&8935
E-maiL pmmarzul@med.cornell.edu

Fehruary 21, 2003
Aaron Pitman
270A W. 44th Sfreet, #ilA
Minneapolis, MN 55410
,..,

{

Dear Mr. Pitman:
Re: The Murder Suicide Article
the
It is fine for you to present the ffiology with the paper citation. If you wish to reprint
The
from
pennission
article itself or a grilph or table, you will have to ohtain copynght
based in
Joumal of the Ari*ri"uo Medical Association. The pubtisher, the AMA, is
get
the proper
to
Chicago and you can contact their "copynght permissions" department
clearance.

I wish you success with your thesis.
Sincerely,

fu)a4
Peter M.

,t
t

.-;'- i
.. t
r .-t

,*-'

i

Maralk, M.D.
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D: Hanzlick and Kaponen (H-K) Typology for Murder-suicide

Victim
chitd

MFM

N

FMFMF

X

A) Spouse bY marriage
B) Common-law spouse
C) Unmarried partner in relationship
D) Extramarital consort (lover)
E) Real or Perceived rival lover
F) Parent
G) Offspring
H) Sibling

x

I) Grandparent
J) Grandchild

K) Niece/nePhew
L) Aunt/uncle
M) Acquaintance
N) Stranger
O) Same gender

as PerPetrator

P) Opposite gender of PerPetrator

Q) Same race as PerPetrator
R) Different race than perpetrator
S) Lives in same household
T) Lives in different household

X

x

x

X
X

x

U) No living witness(es)

Y)

X

x

Living witness(es)

W) Shot
X) Stabbed/cut
Y) Beaten
Z) Other (r

x
, etc.)

x

Cofactors:
a) ImPending divorce
b) PreviouslY divorced
(boyfriend, lover etc')
c) Real o, per"eived loss of nonmarital partner in a relationship
with another person
d) Jealousj or retaliation for partner's real or perceived involvement
e) Retaliation against a real or perceived rival lover
f) MercY killing
g) Altruism (to save from 'oevils of the world")
h) Financial stressors
i) FamilY stress or dYsfunction
j) Perpetrator intoxicated with alcohol
k; Perpetrator intoxicates with drug(s) other than alcohol
I) Perperrator had known history of psychiatric illness
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m) Unspecified, other, or unknown factors
Special Cl assifications

:

n) Family annihilator
o) Dyadic
p) Triadic
q; fotto*ed a mass murder or serial murders committed by the pe{petrator

girl
Example: An alcohol-intoxicated white man shoots his adult wife (white), strangles a ls-year old white
takes
event
The
himself.
whom he suspects is involved in a lesbian affair with his wife, and then shoots
place in his home and there are no witnessesirlotq For the perpetrator, race (W), the digit code for age and gender (1), and the Arabic cause of death
in this
code (W) are included after the victim information, and the incident would be coded as shown
p'
W
d
ej
I
4Z)UV
4T
4U
P4
I
Q
e xamp I e . #3 (z AZP 2Q2 S 2U2W X4E4
All codes take the general format>>># Dead (Victim codesXVictim codes)[Perpetrator codes]Cofactor
codes
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Dr. R. Hanzlick
916 Cumberland Road NE
Atlanta, GA 30306

Dear Dr. Hanzlick,

My name is Aaron pitman and I am a graduate in Physician Assistant Studies at
Augsburg College in Minneapolis, MNto
In order to meet graduation requirements I must submit a thesis that is related
Health to
medicine or public health. I am working with the Minnesota Department of
murderto
regard
write * pup"i deating with demographic and contextual factors in
"The
suicide in Minnesota over the past several years. The title of the paper is
prevalence of Axis I Mental Disorders in Perpetrators of Murder-Suicide in Minnesota
will attempt to look
over the Past Three Years"; however, as stated previously, the paper
at more than just mental disorders.

from
The purpose of this letter is to ask your permission to reprint your typology
County,
the article you wrote with Dr. Koponen, entitled, "Murder-Suicide in Fulton
I plan
Georgia, tbgg-1991: Comparison with a Recent Report and Proposed rypology."
and
believe
Minnesota
to use your typology to claisify the various murder-suicides in
appendix to
that it would benefit readers to have the example from your article in an
by the end of
review
for
paper
my
which they can refer. I hope to submit the first part of
February, so a reply by that time would be much appreciated'

My address is: Aaron Pitman
2700

w. 44ft St. #2r0

MinneaPolis, MN 55410

I appreciate your time and look forward to hearing from you'
Sincerely,

Aaron Pitman
Physician Assistant Student
Augsburg College
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Dr. R llanzlick
916 Cumberland Bcad NE
Atlantq GA 30306
l:
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flaronPitryalan{J af agaduatg i4Plrysician tusirtant Spdies at

Augsburg College in Minneapolii tuIN.
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i
l

./ *'t

In orderto meet graduation requiiements I must zubmit a thesis that iS related to
medicine or public health. I arn working with the Minnesota Department of Heahh to
rrnite A papef deahng with demographic and contextual factors in rqgard to murdersuicide iii Uinnesota over the past several years. The title of the pf,psr is "The
prwalence of &ris I Mental Disord-ers !q Perpetrdors of Murder-Suicide in Minnesota
overthe Phst Three Years"; however, as'stated prwiously, the paper wilt attempt to look
at more than just mental disorders.
The purpose ofthis letter is to ask your permission'to reprint yor"r typglogy from
the article y$l wrote with Dr. Koponeq entitled,_"Murder-suicide in Fulton County,
Georg+ lgg8-l9gl: Comparison with a Recent Reportand Proposed Typology.* I plan

to usiyourtypology to classifr the various murder-sricides'in Minnesota and believe
that it would benefit readers to have the example from your article in an appendix to
which they cau refer. I hope to submit the first part of my paper for review by the end of
February, so a reply by that time would be much apprmiated.

My address is: Aaron Pitman
2?00lry. 44m

ft

#210

Ivfinneapolis, MN 55410

I appreciate your time and look foruuard to hearing from you.
sincerery,
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Aaron Pitman
Physician Assistant Student
Augsburg College
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Institutional Research Board
Augsburg College
Box 107
Decembet L?,}OA?

To: Aaron Pitrnan

(

From: Norma C. Noonan, Chair

the
I am pleased to inform you that the IRB has approved your application
in Perpetrators of Murderproject: The prevalence of Diagnosed Axis 1 Mental Disorders

Suicides in Minnesota in the Past Three Years.
as submitted

_cx-asclarifiedbyyourmemorandumandexplanationofthedata
with the following conditions:
in yottr written project and in any
is as follows:
rnajor documents alluding to the research project

your IRB approval number which should

be noted

2002-45-2
you may contact me:
I wish you success with your project. If you have any questions,
612-330- I 1 98 or noonan @augsbutg'edu'

c. Professor Beth Alexander
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Aaron Pitman
2?00 West 44th Street
Apartment 210
Minneapolis, MN 5541.0
{*,t*r-*\

Dear

hffiitihan:

I

I

i

cornpleted hY MaY 2004.

'

:
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Sincerely
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M$
Senior ffidemiologist

Jon Roesler,
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Iiury

nnd Violcnse Preveation Unit
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P.O. Box 64882
St. Paul, MN 55164-088?
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Augsburg College
Lindell Library
Minneapolis, MN 5B+54
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